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1. Introduction. 
 
 
The Evidence Scope 
The evidence scope was commissioned by the NSPCC and Action for Children (AFC) to gather 
material on provision for adolescents on the edge of care and their families.  The remit 
requested a particular focus on innovative approaches, including an exploration of the use 
of respite stays in residential units.  
 
What became apparent from the start of our exploration was the surge in attention over 
recent years around edge of care needs and provision within policy and research.  This has 
already been captured in a number of recent literature reviews and reports, two of which 
provide comprehensive and informative discussions of the literature and research currently 
available on adolescents on the edge of care (see ADCS, 2013 and Bowyer and Wilkinson, 
2013). Given the availability of this detailed literature, the aim of this evidence scope was 
to build upon the available evidence by drawing together some of the key learning from the 
existing reviews and adding to this knowledge base by gathering new primary data from 
policy and practice stakeholders and leading academics on the ways that services can best 
support this group. This involved carrying out surveys and telephone interviews with 
ĐŚŝůĚƌĞŶ ?Ɛ ƐĞƌǀŝĐĞƐ ƉƌŽǀŝĚĞƌƐ ĂŶĚ ĞǆƉĞƌƚƐ ĂĐƌŽƐƐ ƚŚĞ h< ĂŶĚ ŝŶƚĞƌŶĂƚŝŽŶĂůůǇ ? ƚŽ ŐĂƚŚĞƌ
practice evidence on the range of edge of care provision.  This report, therefore, draws 
together new data based on current practice and learning to enhance evidence from 
existing sources. In doing so, we hope to further the debate on how edge of care provision 
for adolescents is currently defined and utilised and to identify scope for its future potential. 
 
The evidence scope took place from February to April 2015. 
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Report Structure 
Chapter 1 introduces the evidence scope and the structure of the report. 
 
Chapter 2 outlines the background of the evidence scope, describing the rationale for 
commissioning the report and what it set out to achieve.  The chapter outlines the high 
numbers of adolescents entering care, the need to consider the reasons for this, and the 
context for seeking alternative options to support young people.  It provides a brief review 
of literature on adolescence and the particular needs and challenges facing them as they 
move through their teens towards early adulthood.  A more detailed overview of the 
literature on understanding adolescents, their needs, why it might be that adolescents form 
the single most common age-group to come into care is provided in Annex 1. 
 
Chapter 3 provides a brief overview of the aims of the evidence scope and methodological 
approach to gathering and analysing evidence for the report.  A more detailed description 
of the three key work strands involved in gathering data and how it has been utilised 
throughout the report is provided in Annex 2. 
 
Chapter 4 examines how the  ‘ĞĚŐĞŽĨĐĂƌĞ ?ŝƐĚĞƐĐƌŝďĞĚĂŶĚĚĞĨŝŶĞĚ ?/ƚůŽŽŬƐĂƚŚŽǁƚŚĞ
term evolved and how it is being interpreted to develop and deliver services to young 
people at risk of entering care and to identify edge of care service users.  The chapter 
explores how different services and local authorities vary in how they use and target edge 
of care provision and considers the usefulness of the term, examining the complexities and 
challenges associated with the definition and operation of edge of care support.  
 
Chapter 5 Provides a brief overview of existing support for families experiencing difficulties.  
It reviews the development of interventions and initiatives for adolescents and families on 
ƚŚĞ ‘ĞĚŐĞŽĨĐĂƌĞ ?ĂŶĚƚŚĞĐƵƌƌĞŶƚĞǀŝĚĞŶĐĞŽŶĞĨĨĞĐƚŝǀĞŶĞƐƐand considers the scope for 
developing a different approach that incorporates a menu of responses to need, including 
respite /shared care (and within this, residential respite, foster care respite and kinship 
respite). 
 
Chapter 6 focuses on examples of the range of respite provision for young people. It brings 
together some of the evidence of from national and international models of respite for 
different groups of young people to consider what learning can be taken to inform the 
development of its use to support adolescents on the edge of care. 
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Chapter 7 uses case studies and practices examples of residential respite services to 
highlight promising practice.  It draws upon data gathered from interviews, focus groups 
and reviews of service monitoring reports to provide an overview of the issues associated 
with operation of the service, the target group and approaches to supporting the adolescent 
and their family.  In doing so it suggests learning points on the potential and challenges of 
operating such a service. 
 
Chapter 8 draws together the evidence to highlight key learnings and implications for future 
policy and practice for supporting adolescents and their families. 
 
Terminology and Definitions 
Adolescents/ Adolescence: For the purpose of this report and consistency with existing 
reviews, we have used the following definition:  ‘dŚŽƐĞƌŽƵŐŚůǇďĞƚǁĞĞŶƚŚĞĂŐĞƐŽĨ ? ?ĂŶĚ
18.  Early adolescence is seen as the period between 10 and 13 years of age; mid adolescence 
between 13 and 16 years; and late adolescence from 16 into the ĨŝŶĂůƚĞĞŶǇĞĂƌƐ ?(Hanson 
and Holmes, 2014). 
 
Edge of Care: The boundaries around care provision involve several points where transition 
may occur.  These include entry from home for the first time, returning home, or moving 
ŽŶƚŽŝŶĚĞƉĞŶĚĞŶƚůŝǀŝŶŐ ?&ŽƌƚŚĞƉƵƌƉŽƐĞŽĨƚŚŝƐƌĞƉŽƌƚ ?ǁĞĐŽŶƐŝĚĞƌ ‘ĞĚŐĞŽĨĐĂƌĞ ?mainly 
in terms of going into care. Even so, this may include young people who have no prior 
experience of being in care as well as those who have been in care in the past and for whom 
reunification attempts have failed. Definitions are discussed in chapter 4. 
 
Respite/short term care: The terms used to describe short stays in care include respite, 
short term care, short breaks, short stays and shared care.  These terms are used 
interchangeably throughout the report to reflect their usage in the literature and practice 
evidence.  They generally refer to the use of a foster or residential placement or a voluntary 
carer to provide a time limited short break or a series of short breaks from the young 
ƉĞƌƐŽŶ ?Ɛ ŚŽŵĞ ǁŝƚŚ ƚŚĞ ůŽŶŐ ƚĞƌŵ Ăŝŵ ŽĨ ƐƵƉƉŽƌƚŝŶŐ ƚŚĞ ĨĂŵŝůǇ ĂŶĚ ƉƌĞǀĞŶƚŝŶŐ ĨĂŵŝůǇ
breakdown.  
  
Therapeutic: The term therapeutic has been generally used to indicate the presence of a 
treatment-like  intervention or approach designed to have a beneficial effect on adolescent 
and /or family wellbeing, functioning or personal circumstances.  In some instances, we also 
refer more specifically to a particular therapeutic model, and provide a more precise 
description of the approach.  
   
 
 
S
u
p
p
o
rt
in
g
 A
d
o
le
sc
e
n
ts
 o
n
 t
h
e
 E
d
g
e
 o
f 
C
a
re
. 
  
  
   
   
  
   
  
   
   
  
 T
h
e
 r
o
le
 o
f 
sh
o
rt
 t
e
rm
 s
ta
y
s 
in
 r
e
si
d
e
n
ti
a
l c
a
re
. 
 
- 7 - 
2. Background: 
adolescents on the edge of care. 
 
 
 
This chapter sets out the rationale for the focus of the evidence scope on adolescents. It 
outlines the evidence on care and post care experiences for older children who currently 
enter care. It also summarises key evidence on the distinct needs and challenges 
experienced by the adolescent group and the current service response to meeting these 
needs. A more detailed overview of the literature on adolescence is provided in Annex 1. 
 
Background and Rationale 
The impetus for the evidence scope arose from three key observations: 1) the distinct needs 
and vulnerabilities of adolescents and the high number that come into care; 2) the tendency 
towards poorer outcomes for adolescent entrants to care; and 3) the need to develop more 
innovative support for adolescents and their families as a means of preventing family 
breakdown and entry into care. This chapter briefly considers current knowledge around 
these issues to set the context for the evidence scope. 
 
Adolescents Entering Care 
Adolescents make up the largest age-group within the care population at any single point. 
This is a combination of the numbers who enter as young children and stay long term, the 
ŐƌŽƵƉ ^ŝŶĐůĂŝƌ ĂŶĚ ĐŽůůĞĂŐƵĞƐ  ? ? ? ? ? ? ƚĞƌŵ  ‘ĂĚŽůĞƐĐĞŶƚ ŐƌĂĚƵĂƚĞƐ ? ĂŶĚ ƚŚĞ ŶƵŵďĞƌ ǁŚŽ
ĞŶƚĞƌĂƐŽůĚĞƌĐŚŝůĚƌĞŶ ‘ĂĚŽůĞƐĐĞŶƚĞŶƚƌĂŶƚƐ ?1.  National statistics over the past decade on 
the age profile of the care population confirm that adolescents aged 10 -15 make up the 
largest age-group of young people within in the care system (37%) (DFE, 2015). 
 
Furthermore, 10-15 years is the most common age-range for entering care (28%), which, 
coupled with the recent rise in the number of young people aged 16 and over entering care 
(15%) means that almost a half (45%) of entrants last year were adolescents aged 10  W 17 
(DFE, 2015). Though neglect is the most common reason for entry to care, evidence shows 
                                                             
1Sinclair et al, 2007 distinguish between two groups of adolescents in care. Adolescent Graduates 
are those who entered the care system before the age of 11 and are now aged 11 or over.  Adolescent 
Entrants enter the care system aged 11 or above.  
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that almost half of adolescent entrants come into care as a result of acute family stress, 
socially unacceptable behaviour or when family circumstances reach crisis point and 
breakdown (Godor, 2014). 
 
Evidence also suggests that adolescent entrants are likely to have endured longer exposure 
to family adversity and unmet needs.  Research carried out over the past decade shows that 
many adolescent entrants have been known to social services for several years prior to care 
(Biehal, 2005; Dixon and Biehal, 2007) and that around half are likely to be re-admissions 
(Sinclair et al 2007), having therefore experienced one or more unsuccessful attempts to 
ƌĞƚƵƌŶ ŚŽŵĞ ƚŽ ĨĂŵŝůǇ ?  dŚŝƐ  ‘ŽƐĐŝůůĂƚŝŽŶ ? between home and care (Farmer et al, 2011), 
combined with the difficulties that brought them to the service in the first instance means 
that those who enter care as adolescents are likely to do so with more complex histories 
and needs. Boddy et al (2009) found that compared to adolescents who entered care for 
the first time, those re-entering as adolescents tended to spend less time in care, were more 
likely to be accommodated voluntarily (Section 20) most often in a residential unit, and 
more likely to be placed owing to family difficulties or problem behaviour than requiring 
protection due to abuse. Perhaps not unexpectedly therefore, research carried out by 
Wade, Biehal and colleagues (2011) on outcomes for young people who stay in care and 
those who return home found, in accordance with earlier studies, that children who 
ĞǆƉĞƌŝĞŶĐĞĚŵŽǀĞƐŝŶĂŶĚŽƵƚŽĨĐĂƌĞŽƌ ‘ƵŶƐƚĂďůĞƌĞƵŶŝŽŶƐ ? were amongst those who had 
the worst overall outcomes. This and earlier work carried out by Sinclair et al (2007) 
highlights lack of support for the wider family to help them prepare for and sustain a return 
home, as a key factor in the failure to resolve difficulties and avoid further maltreatment or 
family breakdowns that result in readmissions to care. 
 
Statistics show that once in care children and young people tend to stay in care for relatively 
short periods of time.  Data gathered by government in 2013 show that 45% of those 
ceasing to be looked after had been in care for less than one year and around one third for 
less than six months (DFE, 2014). Reunification is therefore the most common outcome for 
all children entering care.  However, as noted above, sustaining return home requires 
effective planning and support. Evidence shows that the likelihood of successful 
reunification is enhanced where return home is gradual Žƌ  ‘ƐƚĂŐĞĚ ? and supported by 
specialist work with the young person and family to address the difficulties that brought 
ƚŚĞŵ ƚŽ ƚŚĞ ĂƚƚĞŶƚŝŽŶ ŽĨ ĐŚŝůĚƌĞŶ ?Ɛ ƐŽĐŝĂů ĐĂƌĞin the first place.  Importantly, proactive 
planning and assessment to establish the ƉĂƌĞŶƚƐ ?ĨĂŵŝůǇ ?s capacity to change and sustain 
ƚŚĂƚ ĐŚĂŶŐĞ ƉƌŝŽƌ ƚŽ ƚŚĞ ĐŚŝůĚ ?Ɛ ƌĞƚƵƌŶ ŚĂƐbeen found to be a key factor in successful 
reunification (Thoburn et al, 2012; Hyde-Dryden et al, 2015 ).  This is supported by Boddy 
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and colleagues recent research that reports:   ‘proactive planning and work with parents, 
ƉůĂǇƐĂŵĂũŽƌƌŽůĞŝŶƚŚĞƐƵĐĐĞƐƐŽƌĨĂŝůƵƌĞŽĨƌĞƵŶŝĨŝĐĂƚŝŽŶ ? ?Boddy et al, 2013). A literature 
review carried out by Ward and colleagues to further understanding of the factors that 
impact upon parental capacity to change, shows that assessing the needs of vulnerable 
families and their capacity for change is complex and relies on a number of variables. These 
include the nature of the adolescent and parent difficulties, the family environment and 
stressors, the level of post care support, and engagement with support, as well as the ability 
of professionals to form effective relationships with family members (Ward et al, 2014). 
 
Outcomes for Adolescent Entrants 
The picture for adolescent entrants, who do remain in care, appears somewhat bleak for a 
considerable number who, after unsuccessful experiences of care, go on to experience 
difficulties after care. Research shows that they are less likely to settle in their care 
placements and thus experience greater placement breakdown, instability and an increased 
likelihood than younger children to be placed in residential care subsequent to foster care 
breakdowns.  Research suggests that, in this sense, residential care can often be seen as a 
last resort and an option for more challenging young people. (Sinclair et al, 2007; Dixon et 
al 2006; Biehal, 2008). Existing research on adolescent entrants transitioning to 
independence from care shows that there is a higher tendency to leave care earlier and to 
do so with greater difficulties and poorer outcomes than those who enter care as younger 
children and who find stability. Research on care leavers has shown that those who entered 
care aged 14 and above fared worse than younger entrants in terms of educational 
outcomes and preparation for independent living. They were also more likely to leave care 
earlier at 16 or 17, and were more likely to experience poor outcomes in post care housing 
stability and participation in post-16 education, employment and training (Dixon et al 2006; 
Stein, 2012). In addition, research and practice evidence point to links between care and 
custody for adolescents, A review due to be completed by the Prison Reform Trust in 2016,  
reports a need to understand why looked-after children aged between 10 and 17 are five 
times more likely to be convicted, or subject to a final warning or reprimand, than other 
children (see community care 2015 http://www.communitycare.co.uk/2015/06/23/lord-laming-
review-high-proportion-children-care-end-prison/) 
 
 
 
 
Understanding and Responding to Adolescent Needs 
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In considering some of the reasons why adolescents form the most common age group to 
enter care, research and practice evidence directs us to the changes and challenges that 
occur during the adolescent life stage and the current service response to addressing the 
particular needs. This section provides a brief overview of current knowledge of the 
adolescence (see Annex 1 for a more detailed discussion). In doing so, it aims to 
contextualise the particular needs of adolescents, especially those from more troubled or 
complex backgrounds, and how, as discussed in following chapters, these needs might be 
most appropriately addressed.   
 
Existing evidence shows that ƚŚĞƚŝŵĞĂƌŽƵŶĚƚŚĞƚĞĞŶĂŐĞǇĞĂƌƐ ?  ‘ĂĚŽůĞƐĐĞŶĐĞ ? ?Đan be a 
time of considerable change and opportunities.  It also shows that it can prove to be a 
difficult period to navigate and an increasing body of research provides some insight as to 
why this might be and why for some it can be a distressing and destabilising time for the 
adolescent and their family.  
 
There is a well-established understanding of the effects of physical development and 
changes that take place during adolescence, related to puberty and the emotional and 
behavioural impact of hormonal changes upon young people.   Alongside this is a growing 
body of research on the development of the adolescent brain and how these changes can 
impact upon emotional and behavioural responses.  For example, research suggests that 
changes to the structure and functioning of the brain during early teens to early adulthood 
predispose adolescents to risk taking behaviour, a lower capacity to self-regulate and 
control reactions and the need to seek peer approval and succumb to peer pressure.  This 
goes some way to explaining what can be perceived as the more challenging characteristics 
of the typical adolescent, which for some families,  might prove difficult to cope with (see 
Annex 1, Collins and Laursen, 2004; Hanson and Holmes, 2014; Blakemore et al,  2006 and 
2015; Steinberg, 2010). 
 
These developments and changes during adolescence can be amplified or altered for some 
young people who have experienced past trauma or maltreatment.  Research that seeks to 
understand the impact of maltreatment on the development of the brain, and also on 
emotional and behavioural development throughout childhood and into adulthood, has 
highlighted the potential impact of negative past experiences on continued vulnerability. 
For example, coping mechanisms can lead to maladaptive responses , which either place 
young people at further risk of harm by others ( see Dutton and Painter, 1993;  DePrince, 
2005 in Hanson and Holmes, 2014  p19.) or lead to angry or violent outbursts Žƌ ‘ĚĞĨĞŶƐŝǀĞ
ĂŐŐƌĞƐƐŝŽŶ ? (Farmer et al,  2011) that are perceived as problematic or antisocial behaviours.  
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Further evidence has drawn links between early childhood deprivation and trauma and 
adolescent risk behaviour such as truancy, offending, substance misuse and running away. 
^ƵĐŚ P  ‘adolescent behaviour that heightens risk is often part of an adaptive response to 
ŵĂůƚƌĞĂƚŵĞŶƚĂŶĚĂĚǀĞƌƐŝƚǇŝŶĞĂƌůŝĞƌĐŚŝůĚŚŽŽĚ ? (Hanson and Holmes, 2014). 
 
Coupled with a greater propensity to risk taking and challenging behaviour, are the growing 
need and opportunities for independence and autonomy, which, researchers have shown, 
are likely to lead to increased exposure to sources of risk and harm for adolescents than 
might be the case for younger children (Rees et al, 2011). This can lead to a clustering of 
risk and vulnerabilities during adolescence including substance misuse, gang involvement, 
running away, cyber bullying, intimate partner violence and child sexual exploitation 
(Hanson and Holmes, 2014).  A heightened risk of harm from others also includes adolescent 
maltreatment, most commonly in the form of neglect by parents, which a review of 
teenagers who had died reported was more prevalent amongst 10-15 year olds than any 
other age group (Brandon et al, 2014; Radford et al, 2011). 
 
Despite these risks, current evidence suggests a lack of understanding and appropriate 
response from services in respect of adolescent needs around neglect and risk (see Stein et 
al, 2009).  This might be a consequence of the complexities involved in defining adolescent 
neglect and in turn, the difficulties in detecting it and developing the necessary 
interventions required to prevent it (Rees et al, 2011).   This is partially explained in terms 
of adolescents having different parenting needs as they mature, making it less apparent as 
ƚŽ ǁŚĞƚŚĞƌ Ă ƉĂƌĞŶƚĂů ƌĞƐƉŽŶƐĞ ŝƐ ŶĞŐůĞĐƚĨƵů Žƌ ĂŶ ĂĐŬŶŽǁůĞĚŐŵĞŶƚŽĨ ƚŚĞ ĂĚŽůĞƐĐĞŶƚ ?Ɛ
increasing independence.   
 
A further explanation for ǁŚĂƚĐŽŵŵĞŶƚĂƚŽƌƐĚĞƐĐƌŝďĞĂƐ ‘ƐĞƌǀŝĐĞŶĞŐůĞĐƚ ?ŽĨĂdolescents, 
is the assumption that adolescents are more resilient and thereby require less protection 
from maltreatment than younger children (Rees et al, 2011).  This misconception can 
impede detection of harm for adolescents and can even serve to justify a lack of 
intervention (Rees et al, 2011; Interview with Professors Mike Stein and Nina Biehal, 2015).  
Furthermore, some research in fact suggests that maltreatment in adolescence may have 
more wide reaching and serious effects than maltreatment experienced in early childhood 
(Thornberry et al. 2010). 
 
Subsequently, the lack of understanding and focus on adolescent risk and neglect and 
limited investment in adolescent safeguarding has also tended to reflect the targeting of 
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scarce resources on areas traditionally considered to have greatest need and a greater 
chance of impacting on positive outcomes; that being early childhood.   
 
A greater understanding of the adolescent life stage and the vulnerability to risk and harm 
is therefore, important to enable the development, funding and delivery of age appropriate 
services.  The current research and practice evidence around the impact of adolescent 
changes and challenges suggests a greater need at policy level to invest in teen focused 
services and options that provide more tailored support for adolescents and their families.  
This might include support and interventions in which adolescents themselves have greater 
participation in services design and delivery to ensure they receive the types and levels of 
support at the time they are most needed.  
 
Greater investment in and development of support options could both reduce, where 
appropriate, the need for full-time care, which arguably for some adolescents can be more 
harmful than helpful, and provide more effective preventative and reunification support to 
avoid family breakdown.   
 
In all, therefore, there is strong evidence that adolescence can be a time of significant 
change and exposure to risk and harm.  Furthermore, adolescents on the edge of care and 
entrants to care bring with them a distinct set of needs and many (though by no means all) 
are vulnerable to a less positive experience of care. Whilst for some, care is the most 
appropriate option, others may well benefit from alternative approaches to addressing 
difficulties and meeting their needs as well as those of their families, whether prior to 
entering care, on reunification or both. The recent Research in Practice evidence scope on 
service response to adolescent needs, concludes that in knowing more about the risks 
facing adolescents and what can build resilience and meet their needs and the recognition 
that, despite some examples of good practice, there is an overall ineffective and archaic 
service response means  ‘the case for system-wide change becomes compelling ? ?,ĂŶƐŽŶĂŶĚ
Holmes, 2014).  In the following chapters we will build on this to consider how the needs of 
troubled adolescents and their families are met, how best to work with adolescents and 
their families when the challenges require intervention and what changes to the current 
system might be required to accommodate more effective support. The report will focus on 
the use of alternative approaches to care for supporting adolescents and their families, 
including primarily, the use of residential care to provide edge of care respite alongside a 
programme of family support as part of a preventative strategy. 
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Summary Points: 
 Adolescents aged 10 -15 make up the largest age-group of young people within the care 
system (37%) at any one point (DFE, 2015). 
 The most common age range of new entrants to care is 10  W 15 years. 
 Evidence suggests that most adolescent entrants have had previous care episodes and 
ŚĂǀĞďĞĞŶŬŶŽǁŶƚŽĐŚŝůĚƌĞŶ ?ƐƐĞrvice for several years, suggesting a history of need. 
 Research indicates that adolescents in and leaving care tend to have complex histories 
and corresponding needs. 
 ĚŽůĞƐĐĞŶĐĞ ŝƐ Ă ƚŝŵĞ ŽĨ ŝŵŵĞŶƐĞ ĐŚĂŶŐĞ ŝŶ Ăůů ĂƌĞĂƐ ŽĨ ǇŽƵŶŐ ƉĞŽƉůĞ ?Ɛ ůŝǀĞƐ ?
Consequently it brings with it a distinct set of needs that require a distinct and service 
response.  
 An understanding of the complexities of adolescent development and the potential 
impact it can have on emotions, behaviour and interactions can help parents, carers and 
services better meet the needs and challenges of their adolescents. 
 Research shows that despite (and in some case because of) their growing autonomy and 
developing maturity, adolescents are vulnerable to harm, either from their involvement 
in risk-taking behaviour or from those they encounter who may pose a risk, including 
parental maltreatment.  
 For a number of reasons, including ǇŽƵŶŐ ƉĞŽƉůĞ ?Ɛ ŐƌŽǁŝŶŐ ĨŽƌ ŝŶĚĞƉĞŶdence and 
perceived resilience, service responses frequently fall away as the transition to 
adulthood approaches. 
 Evidence suggests a strong case for service investment in developing support for this 
age group. 
 Whilst care might be the safest and most appropriate option for some adolescents, 
others might benefit more from a whole family support package to smooth and sustain 
living at home. 
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3. Aims and Methodology. 
 
 
The Aims of the Evidence Scope 
The evidence scope aims to:  
 
 
 
Our methodology was designed to specifically address the key questions raised in the 
research tender.   
 
The evidence scope comprised three interconnected work strands: 
1. Evidence searches of literature, practice and key contacts in the field. 
2. Primary data collection from practice, policy and research experts. This included an 
electronic ƐƵƌǀĞǇŽĨƐƚƌĂƚĞŐŝĐ ůĞĂĚƐĂŶĚŵĂŶĂŐĞƌƐĨŽƌĐŚŝůĚƌĞŶ ?ƐƐŽĐŝĂůĐĂƌĞĂĐƌŽƐƐ
local authorities, with a modified version for other agencies/organisations, to 
explore the use of respite provision for adolescents on the edge of care alongside 
family support. Telephone interviews with 20 key informants from policy, practice 
and research were carried out in addition to two expert focus groups with 
practitioners, managers and academics to gather more detailed information. 
3. Development of illustrative case studies to highlight examples of practice. 
 
An evidence matrix was developed to include the topics and sub-questions and was used to 
ensure that relevant information was captured during the work strands.   Each work strand 
contributed a further layer of evidence for each question.  As the matrix evolved we were 
able to cross-reference this evidence (e.g. evidence from the literature review and survey 
was explored during telephone interviews and expert focus groups). This triangulation of 
 ?Understand more about adolescents on the edge of 
care, their families and their needs.1
 ?Define the parametres of edge of care.2
 ?Identify existing evidence for effective interventions 
and  family support with a particular focus on the the 
use of residential care as an edge of care service.
3
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the data provided a more detailed exploration of issues arising from the each stage of the 
evidence scope. 
 
As the evidence scope involved contacting local authorities, an application was made to The 
ƐƐŽĐŝĂƚŝŽŶ ŽĨ ŝƌĞĐƚŽƌƐ ŽĨ ŚŝůĚƌĞŶ ?Ɛ ^ĞƌǀŝĐĞƐ  ?^ ? ĂŶĚ ĂƉƉƌŽǀĂů ǁĂƐ ŐƌĂŶƚĞĚ ŽŶ  ?th 
March 2015.  We also sought a review of our proposed methodology from a virtual meeting 
of an ethics panel comprising research academics at the University of York.  The panel 
ĐŽŶĨŝƌŵĞĚƚŚĂƚƚŚĞǇǁĞƌĞƐĂƚŝƐĨŝĞĚǁŝƚŚƚŚĞƌĞƐĞĂƌĐŚƚĞĂŵ ?ƐĂƉƉƌŽĂĐŚĂŶĚĂĚŚĞƌĞŶĐĞƚŽ
research ethics. In addition, ethical approval was provided by the Ethics Committee at the 
School of Health and Social Care, University of Lincoln. Contributors to the evidence reviews 
were asked for permission to reference them directly.  A small number preferred 
anonymity. 
 
Evidence Source Number completed 
e- survey (LA) 19 
e- Survey (other organisation) 5 
interview with practice expert 11 
Interview with policy expert 3 
Interview with academic/research expert 6 
Focus groups (1 practice + 1 academic) 2 
 
A detailed description of the full methodological approach is provided in Annex 2. 
 
Summary Points: 
 
x Primary evidence on practice was gathered via data collection from 36 respondents to 
an electronic survey (e-survey), telephone interview or focus group discussion. 
x Interviews and focus group discussions were also carried out with 13 policy and 
academic experts.   
x Survey and interview data were subjected to thematic analysis to explore common 
issues and experiences.  Telephone interviews and focus group discussions were 
recorded or noted in detail and subsequently summarised and analysed. 
x Two ACCESS databases were constructed for data storage and processing. One was 
created for contact details and a second recorded all evidence gained from the separate 
strands. 
x Information on 14 examples of current residential short breaks/respite was included in 
the study. 
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4. The Edge of Care. 
 
As discussed in Chapter 2, the number of adolescents entering care is high, making up the 
most common age-range within the care population.  Yet many stay in care for relatively 
short periods of time before returning to families.  For those adolescent entrants who 
oscillate between home and care and those who remain in care, the experience and 
outcomes can be poor, characterised by instability and early and ill-prepared transitions to 
independent adulthood and longer term difficulties (Sinclair et al, 2007.)  In addition, 
research shows that the adolescent life stage brings with it distinct needs and vulnerabilities 
ĚƵĞƚŽǇŽƵŶŐƉĞŽƉůĞ ?ƐŝŶĐƌĞĂƐĞĚƐƵƐĐĞƉƚŝďŝůŝƚǇƚŽƐŚŝĨƚŝŶŐĞŵŽƚŝŽŶĂůĂŶĚďĞŚĂǀŝŽƵƌĂůƐƚĂƚĞƐ
and exposure to risky situations or neglect (see Annex 1). Despite this, research suggests 
that targeted adolescent support has traditionally been a neglected area of policy and 
practice focus, resulting in the risk of unmet needs and a lack of policy and service 
investment and provision.   
 
In all, this suggests a strong social and moral incentive to consider how best to meet the 
needs and improve the experiences and outcomes for these young people. This is reinforced 
by a financial imperative across local and national government to cut the costs of expensive 
care placements, by reducing the numbers who enter care and reconsidering the nature of 
that care. Taken together, these elements have served to reinvigorate the case for a wider 
range and greater number of effective preventative approaches that can target young 
people who are on the brink of care.  But how do services accurately identify the edge of 
care group?  How do practitioners know which families and young people will most benefit 
from remaining together and which would benefit more from a care placement?  
Furthermore, how do services know where the edge of care begins and ends?  This chapter 
draws together evidence on the characteristics of the edge of care group, what the edge of 
care means in practice, and considers some of the opportunities and challenges related to 
defining the edge of care. 
 
Policy Background for Edge of Care Support 
Although the term is relatively recent, the principle of edge of care support has been evident 
in policy and practice for many years, though it has not always been in favour. Literature 
ƐƵŐŐĞƐƚƐƚŚĂƚ  ‘ĞĚŐĞŽĨĐĂƌĞƉƌŽǀŝƐŝŽŶ ?ŝƐŵŽƐƚĐŽŵŵŽŶůǇĂƐƐŽĐŝĂƚĞĚǁŝƚŚƐƵƉƉŽƌƚŽĨĨĞƌĞĚ
ƵŶĚĞƌƚŚĞƉƌĞǀĞŶƚŝŽŶƵŵďƌĞůůĂ ?EŝŶĂŝĞŚĂů ?ƐǁŽƌŬŽŶƉƌĞǀĞŶƚŝŽŶƉƌŽǀŝĚĞƐĂƵƐĞĨƵůŽƵƚůŝŶĞ
of the evolution of preventative provision in UK legislation and practice. The Children and 
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zŽƵŶŐWĞƌƐŽŶ ?ƐĐƚ ? ? ? ? ? ?ǁĂƐƚŚĞĨŝƌƐƚůĞŐŝƐůĂƚŝŽŶƚŽůĂǇĚŽǁŶĂƐƚĂƚƵƚŽƌǇĚƵƚǇƚŽƉƌŽǀŝĚĞ
assistance to families to prevent the need for young people to enter care. This was followed 
by the ŚŝůĚƌĞŶĂŶĚzŽƵŶŐWĞƌƐŽŶ ?ƐĐƚ ? ? ? ? ? ? ?ǁŚŝĐŚŝŶƚƌŽĚƵĐĞĚ ‘/ŶƚĞƌŵĞĚŝĂƚĞdƌĞĂƚŵĞŶƚ ?
and which led to a swell in preventative activity until criticism of its potential for labelling 
children and families, and its net-widening effects, resulted in a decline in use (Thorpe et al, 
1980). Although this was compounded by a series of high profile inquiries into child abuse 
in the 1970s, which resulted in increased entry to care, there was a resurgence of interest 
when policy placed an emphasis on prevention through the Children Act 1989, which laid 
down a duty to offer family support (Department of Health, 1995).  Edge of care and 
preventative support has continued to receive policy attention throughout the decades 
thereafter, including the Every Child Matters agenda, which proposed a three-tiered 
strategy for services to support young people and families including, in the third tier, 
services to support families experiencing difficulties (Department for Education and Skills, 
2004).  Additionally, the Care Matters agenda emphasised the need for services to support 
ǇŽƵŶŐƉĞŽƉůĞƚŚŽƵŐŚƚƚŽďĞ ‘on the edge of care ? ?ŝŶŽƌĚĞƌƚŽƉƌĞǀĞŶƚƚŚĞŶĞed for them to 
enter care in the first place or to rapidly return them to their families if they did enter 
(Cabinet Office, 2006). 
 
Over the past decade, however, the pendulum between prevention and care appears to 
have been weighted towards entry to care.  This in part has been driven by several high 
profile cases and serious case reviews involving the deaths of children (e.g. Peter Connelly, 
see DFE, 2010) and others ǁŚŽŵŝŐŚƚŚĂǀĞďĞĞŶĐŽŶƐŝĚĞƌĞĚŽŶ ‘ƚŚĞĞĚŐĞ ŽĨĐĂƌĞ ?. This is 
sharply demonstrated by the current record high number of children in care in England, 
which has seen a 7% increase since 2010 and at 68,840 is the highest in almost twenty years 
(DFE, 2015).  In addition, the number of children in contact with social services has also 
increased. Current government figures showed a 33% rise in the number of children subject 
to child protection plans and a 42% increase in Section 47 (child protection enquires) over 
the past five years (Children and Young People Now, 2015)  The high numbers, however, 
cannot be explained solely by concerns around service failures to detect risk.  The recent 
economic climate has impacted greatly on family life.  The high number of families reported 
to rely on food banks indicates the increased levels of need amongst the more vulnerable 
sectors of society2 and cut backs to both statutory and non-statutory services have included 
a decline in family, child and youth support services, perhaps arguably more so for older 
children. 
                                                             
2 People given three days emergency food supplies has risen from 61,468 in 2010/11 to 1,084,604 in 2014/15 (Trussell 
Trust, 2015: : http://www.trusselltrust.org/stats ). 
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 ‘Services for children and young people have also been reduced, including after-school 
activities, holiday clubs, play centres and youth clubs  W services which can be thought 
ŽĨĂƐĂƚƚŚĞ ‘ƐŽĨƚ ?ĞŶĚŽĨƉƌĞǀĞŶƚĂƚŝǀĞǁŽƌŬ ? ? (Hastings et al, 2015.) 
 
/ŶƐƵĐŚĂĐůŝŵĂƚĞ ?ƚŚĞŝŶĐƌĞĂƐĞĚŶƵŵďĞƌƐĐŽŵŝŶŐƚŽƚŚĞĂƚƚĞŶƚŝŽŶŽĨĐŚŝůĚƌĞŶ ?ƐƐŽĐŝĂůĐĂƌĞ
may have few options other than to enter care  W a situation that brings heavy emotional, 
personal and economic costs to the young person, family and wider society.  This has 
ďƌŽƵŐŚƚĂŶƵŵďĞƌŽĨĐĂůůƐǁŝƚŚŝŶƚŚĞĐŚŝůĚƌĞŶ ?ƐƐŽĐŝĂůĐĂƌĞƐĞĐƚŽƌĨŽƌŐƌĞĂƚĞƌŝŶǀĞƐƚŵĞŶƚ ?
options and innovation in the way that services protect and support vulnerable children and 
their families:  
 
 ‘/ŶƚŚĞŝŵŵĞĚŝĂƚĞĨƵƚƵƌĞŝƚŝƐĐƌŝƚŝĐĂůƚŚĂƚŐovernment recognises that resource must 
keep up with demand as well as encouraging further innovation. In longer term, 
however, there needs to be a more fundamental rethinking of how as a society we 
ŬĞĞƉĐŚŝůĚƌĞŶƐĂĨĞ ĨƌŽŵĂďƵƐĞĂŶĚŚĂƌŵ ? (National ChildreŶ ?ƐƵƌĞĂƵ ?ƐĞĞŚŝůĚƌĞŶ
and Young People Now, 2015).  
 
ƐŝĞŚĂů ? ? ? ? ? ?ĐŽŵŵĞŶƚƐ ?ƚŚĞƌĞĨŽƌĞ ? ‘research and policy attention to the prevention of 
entry to care has waxed and waned ? ?dŚĞƌĞĐĞŶƚĨŽĐƵƐŽŶĞĚŐĞŽĨĐĂƌĞ ?ĚĞŵŽŶƐƚƌĂƚĞĚŶŽƚ
least by the & ?ƐŚŝůĚƌĞŶ ?Ɛ^ ŽĐŝĂůĂƌĞ/ŶŶŽǀĂƚŝŽŶWƌŽŐƌĂŵŵĞ ?^/W ?ĂŶĚƌĞůĂƚĞĚĨƵŶĚŝŶŐ ?
clearly reflects a desire to boost the development of services and explore new approaches 
to supporting adolescents thought to be at risk of care and once again this has become an 
important feature of the policy and practice landscape. As we will see from the collected 
evidence in this and subsequent chapters, to be most effective, preventative edge of care 
services and interventions need to be clearly defined and accurately targeted, at both a 
local and national level. 
 
Complexities in Defining the Edge of Care  
dŚĞƚĞƌŵ ‘ĞĚŐĞŽĨĐĂƌĞ ?ŚĂƐďĞĐŽŵĞŐĞŶĞƌĂůƐŚŽƌƚŚĂŶĚĨŽƌĚĞĨŝŶŝŶŐĐŚŝůĚƌĞŶĂŶĚĨĂŵŝůŝĞƐ
with a high level of need, such that an immediate or potential risk of family breakdown is 
present and entry to care is imminent.  Research in Practice (RiP) has recently captured this 
as: 
 
 ‘Those children whose safety and well-being are at sufficient risk for the authority to 
consider removing them from their current situation for their own protection ? (Bowyer 
and Wilkinson, 2013). 
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This is reflected in an Ofsted survey that defined young people on the edge of care as: 
 
 ‘dŚŽƐĞǇŽƵŶŐƉĞŽƉůĞ  ? ĨŽƌǁŚŽŵĞŶƚƌǇ ŝŶƚŽĐĂƌĞŚĂĚďĞĞŶĐŽŶƐŝĚĞƌĞĚďǇ ƚŚe local 
authority, either on a voluntary basis or through legal proceedings, but who had not 
entered care ? ?KĨƐƚĞĚ, 2011). 
 
Beyond those families in real crisis, where breakdown is imminent and identification more 
clear cut, there are, however, many more whose difficulties are significant, often chronic, 
ďƵƚůĞƐƐŽďǀŝŽƵƐŽƌĐƌŝƐŝƐĚƌŝǀĞŶ ?/ƚŝƐĨŽƌƚŚĞƐĞĨĂŵŝůŝĞƐ ?ƚŚĂƚĞůŝŐŝďŝůŝƚǇĨŽƌ ‘ĞĚŐĞŽĨĐĂƌĞ ?ƐƚĂƚƵƐ
is much more difficult to determine and around whom it is very difficult to draw clear 
boundaries for service intervention of any kind in the first place and beyond that, for the 
appropriate level of service intensity.   
 
This dilemma reflects the complexities of assigning a definition or set of criteria to edge of 
care services and service users, and was a message loudly echoed throughout existing edge 
of care evidence and also in the views of policy, practice and academic contributors to this 
report. 
 
ƐŵƵƐƐĞŶĞƚĂů ? ? ? ? ? ?ĨŽƌĞǆĂŵƉůĞ ?ĐŽŶĐůƵĚĞŵŽƌĞůŝďĞƌĂ ůǇƚŚĂŶZŝW ?ƚŚĂƚƚŚĞƚĞƌŵ ‘ĞĚŐĞŽĨ
ĐĂƌĞ ?ĐĂŶďĞapplied to all children who are receiving a variety of support services aimed at 
preventing a permanent care placement. However, this potentially encompasses a range of 
ƐĞƌǀŝĐĞƐ ƚŚĂƚ ƐŽŵĞ ůŽĐĂůĂƵƚŚŽƌŝƚŝĞƐ ǁŽƵůĚŶŽƚŶĞĐĞƐƐĂƌŝůǇĚĞĨŝŶĞ ƐƉĞĐŝĨŝĐĂůůǇĂƐ  ‘ĞĚŐĞ of 
ĐĂƌĞ ? ? 
 
In some instances, the blurring of the boundary is keenly apparent in comparison with 
previous ways of working. For example, some adolescents already in care might be 
considered to be on the edge of care: 
 ‘ĐƚƵĂůůǇ ?ůŽƚƐŽĨƚŚĞǁŽƌŬƚŚĂƚǁĞƵƐĞĚƚŽĚŽƉƌĞǀŝŽƵƐůǇǁŽƵůĚďĞĂƌŽƵŶĚƌĞƵŶŝĨŝĐĂƚŝŽŶ ?
so actually children on the edge of care might have been children that we worked with 
ŝŶŽƵƌĐŚŝůĚƌĞŶ ?ƐŚŽŵĞƐƚŚĂƚǁĞƌĞĂĐƚƵĂůůǇƚŚĞŶƌĞƚƵƌŶŝŶŐŚŽŵĞĂŶĚǁĞǁŽƵůĚĚŽƚŚat 
ĨĂŵŝůǇůŝŶŬ ?ƚŽŬĞĞƉƚŚĞƐĞƌǀŝĐĞƐƌƵŶŶŝŶŐ ?dŚĂƚŝƐŶ ?ƚŚĂƉƉĞŶŝŶŐĂƚƚŚĞŵŽŵĞŶƚ ?/ƚŚŝŶŬ
ŝƚ ǁŝůů ĂƐ ƉĞŽƉůĞ ůŽŽŬ Ăƚ ŵŽƌĞ ĐƌĞĂƚŝǀĞ ĂŶĚ ŝŶŶŽǀĂƚŝǀĞ ǁĂǇƐ ŽĨ ǁŽƌŬŝŶŐ ĂŐĂŝŶ ? ?(Jill 
Sheldrake, Service Director, The Together Trust - Interview, March 2015.) 
 
The challenges involved in locating the edge of care are further articulated by Mike Stein: 
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 ‘/ƚ ?Ɛ ĐŽŵƉůĞǆ ?ǇŽƵĐĂŶ ?ƚŚĂǀĞĂŶĂďƐŽůƵƚĞĚĞĨŝŶŝƚŝŽŶ ? ?ƚŚĞĚĞĨŝŶŝƚŝŽŶƚŽĂůĂƌŐĞĞǆƚĞŶƚ
would depend on the local authority thresholds for intervention and the criteria used 
to inform those thresholds. In some local authorities there will be very little difference 
ďĞƚǁĞĞŶǇŽƵŶŐƉĞŽƉůĞŽŶƚŚĞĞĚŐĞŽĨĐĂƌĞĂŶĚƚŚŽƐĞŝŶĐĂƌĞ ? ?In our work on neglect, 
in and out of care groups have very similar backgrounds, looking at family 
ĐŝƌĐƵŵƐƚĂŶĐĞƐ ? ŝŶƐƚĂďŝůŝƚǇ ?ĐŚĂŽƚŝĐ ůŝǀĞƐ ? ?(Mike Stein, Focus group discussion March 
2015.) 
 
In addition to varying area based thresholds, criteria for receiving edge of care services will 
also be influenced by local authority and age-related variation in access to support services, 
such as CAMHS or other interventions: 
 
 ‘ǇŽƵŶŐƉĞƌƐŽŶǁŝƚŚŵĞŶƚĂůŚĞĂůƚŚƉƌŽďůĞŵƐŵŝŐŚƚƌĞŵĂŝŶŽŶƚŚĞĞĚŐĞŽĨĐĂƌĞŝĨƚŚĞǇ
have access to CAMHS yet in another area they may not have access to those services 
and therefore care is used as an intervention. So in one area they will be out of care 
because they have access and in another they would be in care because of the lack of 
access ?(Mike Stein, Focus group discussion March 2015). 
 
This supports the findings of Ofsted inspectors, who in the course of conducting their 2011 
survey noted that in ƉƌĂĐƚŝĐĞ ?  ‘ĞĚŐĞ ŽĨ ĐĂƌĞ ? ǁĂƐ ĚĞĨŝŶĞĚ ĚŝĨĨĞƌĞŶƚůǇ ďǇ ĚŝĨĨĞƌĞŶƚ ůŽĐĂů
authorities.  Ofsted noted a small number of survey respondents who had not been 
seriously considered for care proceedings were also provided with edge of care services, in 
order to prevent their situations deteriorating and reaching the stage where entering care 
became a serious risk. This variation indicates the inherent difficulty of identifying a clear 
threshold for edge of care services (Ofsted, 2001). 
 
In addition to broader operational variation across local areas, there is evidence that access 
ƚŽƉƌĞǀĞŶƚĂƚŝǀĞĂŶĚ ‘ĞĚŐĞŽĨĐĂƌĞ ?ƉƌŽǀŝƐŝŽŶǀĂƌŝĞƐǁŝƚŚŝŶůŽĐĂůĂƌĞĂƐĚĞƉĞŶĚŝŶŐůĂƌŐĞůǇŽŶ
the individual service or support worker that first responded to the difficulty.  This issue was 
appaƌĞŶƚŝŶEŝŶĂŝĞŚĂů ?ƐƌĞƐĞĂƌĐŚ P 
 
 ‘/ŶŵǇĂĚŽůĞƐĐĞŶƚƐƚƵĚǇ ?ŝƚĐŽƵůĚďĞǁŚŽƐĞĚŽŽƌǇŽƵŬŶŽĐŬĞĚŽŶĨŝƌƐƚďĂƐŝĐĂůůǇ ?ƐŽŝĨĂ
ƉĂƌĞŶƚǁĂƐĐŽŵŝŶŐƚŽƐŽĐŝĂůƐĞƌǀŝĐĞƐďĞĐĂƵƐĞŽĨ ?ƚŚĞ ?ĐŚŝůĚ ?ƐďĞŚĂǀŝŽƵƌĂŶĚƐĂǇƐ ‘/ĐĂŶ ?ƚ
ŚĂǀĞŚŝŵ ?/ ?ŵůĞĂǀŝŶŐŚŝŵŚĞƌĞ ? then they becŽŵĞďǇĚĞĨŝŶŝƚŝŽŶ ‘ĞĚŐĞŽĨĐĂƌĞ ? ?ďƵƚŝĨ
they had gone to the police first he might be a young offender and go through a 
different process, or perhaps they go through a GP or CAMHS route. It felt almost 
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arbitrary where they ended up getting help, if they got any at all, it was where they 
ƉƌĞƐĞŶƚĞĚŽƌǁĞƌĞƉŝĐŬĞĚƵƉ ?(Nina Biehal, Focus group discussion March 2015). 
 
Attempts to address the problem of different routes into and around services for child and 
family difficulties is to some extent reflected in the development of specific teams within 
local authorities, sometimes called adolescent support teams, and in the various examples 
of multi-agency approaches that have appeared over the years, though these have often 
focused on younger children (for example, Sure Start). However, it remains contested as to 
whether this has eased the process of identifying the edge of care cohort and addressing 
their needs. There remains evidence of service drift or service hand offs where adolescents 
and their families are passed from one service to the next, experiencing multiple workers, 
repeated and numerous assessments and making little or no gain, until difficulties escalate 
to crisis point (Biehal, 2005).   
 
Current endeavours to avoid this scenario are evident within tŚĞ & ?Ɛ ^/W ŝŶŝƚŝĂƚŝǀĞ ?
which includes a raft of proposed changes to ways of working with adolescents on the edge 
of care (see Annex. 5).   Several programmes have developed a one door access point to a 
multi-agency hub, which, further to assessment, will allocate a single worker who will stay 
with the adolescent and family from early intervention support through the various 
pathways, whether home based support, specialist intervention programmes, entry to care, 
reunification or transition from care to independent living. This was highlighted during 
interviews with key stakeholders during the course of this evidence scope. 
 
 ‘dŚĞŶĞǁŵĂŶƚƌĂŝƐ ‘ŽŶĞƌĞĨĞƌƌĂů ?ŽŶĞƉůĂŶ ?ŽŶĞǁŽƌŬĞƌ ?ƚĂŬŝŶŐƚŚĞĐŚŝůĚƚŚƌŽƵŐŚƚŚĞ
pathway of intervention. We are reconfiguring existing staff and commissioning 
ƐƚƌƵĐƚƵƌĞƐ ƚŽ ŵĂǆŝŵŝƐĞ ƚŚŝƐ ĂƉƉƌŽĂĐŚ ?ƐŽ ƚŚĞ ƉŽůŝĐĞ ? ŵĞŶƚĂů ŚĞĂůƚŚ ? ƐŽĐŝĂů ǁŽƌŬĞƌ ?
youth worker, Connexions worker, the strengthening families team, residential 
worker, foster carer,  all will be trained in social pedagogy and restorative practice 
ďƌŝŶŐŝŶŐƚŚĞƉĞŽƉůĞƚŽŐĞƚŚĞƌƚŽĨŽƌŵĂŶĞǁƚĞĂŵ ?ƚŽŐŝǀĞƚŚĞƌŝŐŚƚŝŶƚĞƌǀĞŶƚŝŽŶĂƚƚŚĞ
right time with the least changes of worker, maintaining consistent workers with each 
family and young person so that relationships can be established, we recognised that 
ƌĞůĂƚŝŽŶƐŚŝƉ ŝƐ ƚŚĞŵŽƐƚƐŝŐŶŝĨŝĐĂŶƚ ŝŶŵĂŬŝŶŐƚŚĞĞĨĨĞĐƚŝǀĞĐŚĂŶŐĞƐ ŝŶ ĨĂŵŝůŝĞƐ  ?(LA 
Anon 2, Head of Service interview, March 2015). 
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 ‘Key aspects of our model...for 13  W  ? ?ǇĞĂƌŽůĚƐ ?ĂƌĞĂĐŽŶƐŝƐƚĞŶƚůĞĂĚƉƌŽĨĞƐƐŝŽŶĂů
ƵƐŝŶŐĂŶŝŶƚĞŶƐŝǀĞƌĞůĂƚŝŽŶĂůŵŽĚĞů ?  ‘ĂƚĞĂŵĂƌŽƵŶĚƚŚĞǁŽƌŬĞƌ ?ĂƉƉƌŽĂĐŚ ?tĞĂƌĞ
setting up multi-disciplinary pilot teams that have youth workers, youth justice, 
Connexions, careers advisors, behavioural psychologists as well as social workers, all 
in the same team and all working together to deliver the right intervention to that 
ǇŽƵŶŐƉĞƌƐŽŶ ?(Interview with Marcela Phelan, Asst. Director Children and Families, 
London Borough of Ealing, March 2015). 
 
 ‘,ĂǀŝŶŐƚŚĞƐĂŵĞƐŽĐŝĂůǁŽƌŬĞƌĨƌŽŵĂǀĞƌǇůŽǁůĞǀĞůƚŚĂƚǁŝůůďĞŝŶǀŽůǀĞĚǁŝƚŚƚŚĞŵ
 ?ĂĚŽůĞƐĐĞŶƚƐ ? Ăůů ƚŚĞ ǁĂǇ ƚŚƌŽƵŐŚ ? ĂĐƚƵĂůůǇ ƐŽŵĞďŽĚǇ ĐŽŶƐŝƐƚĞŶƚ ǁŚĞƚŚĞƌ ǇŽƵ ?ƌĞ
ŝŶǀŽůǀĞĚ ŝŶƉƌĞǀĞŶƚŝŽŶŽƌƚŚĞWƐǇƐƚĞŵ ?ǁŚĞƚŚĞƌǇŽƵ ?ǀĞŵŽǀĞd into care, having a 
consistent person in key because what you are not doing is having the opportunity to 
slip through lots of ŚŽŽƉƐ ? (Jill Sheldrake, Service Director, The Together Trust - 
Interview, March 2015.)  
 
In implementing the redesigned service approach for adolescents and their families, some 
CSCIP work will generate new evidence about which young people and families are best 
supported by which types and levels of intervention, thereby informing the debate around 
edge of care.  For most programmes, this will be a targeted part of their work, either 
through the requisite evaluation or by work undertaken during set up to help define the 
population who may benefit from the services and the cluster of potential risk factors that 
may prompt early referral and intervention: 
 
  ‘At the moment we are trying to define [edge of care] ourselves, define who these 
actually are....for two reasons; firstly we want those families and young people to have 
better outcomes, also because in the current climate of austerity the current ways we 
are working are not sustainable nor are they necessarily the most ĞĨĨĞĐƚŝǀĞ ?(Interview 
with Marcela Phelan, Asst. Director Children and Families, London Borough of Ealing, 
March 2015). 
 
There is certainly great potential for the relevant CSCIP projects to bring increased clarity to 
what edge of care provision looks like and how it can be targeted.  A working set of 
definitions of edge of care has been circulated ĨŽƌ ƚŚĞ ŚŝůĚƌĞŶ ?Ɛ^ŽĐŝĂů ĂƌĞInnovation 
Programme. Collated by CSCIP Team Leader David Chaters, the paper acknowledges the 
complexities inherent in the term but attempts to guide the programme developers and 
evaluators towards a level of consistency: 
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 ‘ĚŐĞŽĨĐĂƌĞ ?ŝŶĐŽŵŵŽŶƵƐĞ ?ƚĞŶds to refer to a narrower group of families where 
ĞŶƚƌǇƚŽĐĂƌĞŝƐďĞŝŶŐĂĐƚŝǀĞůǇĐŽŶƐŝĚĞƌĞĚĂƐĂůŝŬĞůǇŽƉƚŝŽŶƚŽŵĞĞƚƚŚĂƚĐŚŝůĚ ?ƐŶĞĞĚƐ ?
Children and young people on the edge of care are often described as the most 
challenging, or those with the most complex needs, though this is rarely explicitly 
defined. Edge of care is used more precisely to describe children and young people who 
are at imminent risk of becoming looked after or where this is a live option while 
managing risk in the home placement (e.Ő ?ƚŚƌŽƵŐŚĂĐŚŝůĚƉƌŽƚĞĐƚŝŽŶƉůĂŶ ? ?3  
 
The paper acknowledges the pressure for edge of care services to be offered to families 
much further back from the edge, so to speak: 
 
 ‘Making these judgements can be challenging, particularly as family circumstances 
and behaviour can change rapidly.  The pressures on the system mean that 
interventions and projects aimed at those on the edge of care can find themselves 
pressed to support a wider group where becoming looked after is a more remote 
possibility ? ? 
 
The first round of evaluations is due to report back in March 20164. 
 
In the meantime, evidence from services and practitioners involved in this evidence scope, 
indicate a degree of consensus albeit somewhat broad, as outlined below.  
 
 ‘ ?&Žƌ ĞĚŐĞ ŽĨcare] we have children who are due to come into the looked after 
population due to issues around their risk of significant harm and then [those] who are 
likely to come in. Young people involved in criminalised behaviour, now classed as 
looked after, so working around preventative support for avoiding criminalisation, lots 
of [school] non-ĂƚƚĞŶĚĂŶĐĞ  ? ? ?ĂůƐŽ ƚŚĞ ĐŽŵƉůĞǆŝƚǇ ĂƌŽƵŶĚ ĚŝƐĂďŝůŝƚǇŽĨ ƚŚĞ ǇŽƵŶŐ
ƉĞƌƐŽŶĂŶĚƚŚĞĨĂŵŝůǇ ?ƐĂďŝůŝƚǇƚŽŵĂŶĂŐĞ ?ĞƐƉĞĐŝĂůůǇǁŝƚŚĂƵƚŝƐŵĂƐƚŚĞǇŚŝƚƉƵďĞƌƚǇ
age they become more ĐŽŵƉůĞǆ ĨŽƌ ƚŚĞ ĨĂŵŝůǇ ƚŽ ƐƵƉƉŽƌƚ ?(Jill Sheldrake, Service 
Director, The Together Trust - Interview, March 2015.)  
                                                             
3 Unpublished paper by David Chaters, CSCIP Team Leader, Department of Education, ĨŽƌƚŚĞŚŝůĚƌĞŶ ?Ɛ
Social Care Innovation Programme 2015  ‘/ŶŶŽǀĂƚŝŽŶWƌŽŐƌĂŵŵĞWƌŽũĞĐƚƐǁŽƌŬŝŶŐǁŝƚŚĐŚŝůĚƌĞŶĂŶĚ
ǇŽƵŶŐƉĞŽƉůĞŽŶƚŚĞ ?ĚŐĞŽĨĂƌĞ ?.  
 
4 For further information on CSCIP and the individual programmes see: 
https://www.gov.uk/government/publications/childrens-services-innovation-programme 
http://springconsortium.com/about-the-programme/ [accessed 24th June 2015] 
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How is the Edge of Care Group Defined in Practice? 
Our e-survey of local authorities and other organisations working with adolescents and their 
families found that the age and characteristics of the group were broadly interpreted.  We 
asked respondents to describe the characteristics of those using or being targeted for edge 
of care services. Although most edge of care provision in our survey appeared to be aimed 
at children within the seven to 18 age band, some reported working with a wider age range 
(from new-borns to young adults) in order to address emerging difficulties that could lead 
to family breakdown.   
 
One example included offering emergency beds to adolescents aged 16 to 23 years of age 
who are homeless and vulnerable (with a priority for those aged 16 and 17) together with 
the offer of family mediation and housing support (Org Anon 1, e-survey, March 2015).  
Another example included short breaks in foster placements for 0-17 year olds with and 
without a disability. See Annex 4. 
 
 ‘Short Breaks in Stockport was the first LA to provide a service for children with and without 
ĚŝƐĂďŝůŝƚŝĞƐĂŶĚƚŽŵǇŬŶŽǁůĞĚŐĞƌĞŵĂŝŶƐƚŚĞŽŶůǇŽŶĞƚŽĚŽƐŽ ?.  The local authority provides 
foster carers and child minders for the 0- ? ? ǇĞĂƌƐ ƚĂƌŐĞƚ ŐƌŽƵƉ ?  ‘We work with children and 
families either where there is a need for a  ‘ďƌĞĂƚŚŝŶŐƐƉĂĐĞ ?ĚƵƌŝŶŐĂĚŝĨĨŝĐƵůƚ ƚŝŵĞƚŽƉƌĞǀĞŶƚ
breakdown and the need to become LAC. Also to provide support to enable parents to engage in 
services to address issues which could cause family breakdown ?  ?WĂƚ ƵŐĂƐŬŝ ? ^ŚŽƌƚ ƌĞĂŬƐ
Manager, Stockport MBC, e-survey March 2015). 
 
The range and level of needs and difficulties of the young people and families accessing 
edge of care support from our practice evidence was equally broad, reflecting the diversity 
of the types of provision (or vice versa).  
 
In some cases the net was cast wide with edge of care services incorporating an early 
intervention remit, offering support at the point that indicators for future risk and 
difficulties became apparent: 
 
 ‘/ƚǁŽƵůĚďĞ ƚŚŽƐĞǇŽƵŶŐƉĞŽƉůĞ ǁŚĞƌĞ ǁĞ ĐĂŶ ƐĞĞ ƚŚĞ ƉƌŽfile building in terms of 
disengagement with schoŽů ?ƉƌŽďůĞŵƐ ?ďĞŚĂǀŝŽƵƌĂƚŚŽŵĞ ?the potential for referral 
ƚŽďĞŵĂĚĞŚŝŐŚĞƌƵƉƚŚĞƚŚƌĞƐŚŽůĚŝŶƐŽĐŝĂůĐĂƌĞ ? (LA Anon 2, Head of Service interview, 
March 2015).  
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The criteria for services, as discussed further in chapter 7,  varied from school non-
ĂƚƚĞŶĚĂŶĐĞ ?ĨĂŵŝůǇƉŽǀĞƌƚǇ ?ǇŽƵŶŐƉĞƌƐŽŶ ?ƐƉŚǇƐŝĐĂůŽƌůĞĂƌŶŝŶŐĚŝƐĂďŝůŝƚǇ ?ǇŽƵŶŐƉĞƌƐŽŶ ?Ɛ
antisocial behaviour in or outside of the family home and family conflict (with or between 
parents and/or siblings).   
 
 ‘ŚŝůĚƌĞŶƌĞĨĞƌƌĞĚŵĂǇŚĂǀĞŝƐƐƵĞƐǁŝƚŚĚŝƐĞŶŐĂŐĞŵĞŶƚĨƌŽŵƐĐŚŽŽů ?ƉƌŽďůĞŵƐĂƚŚŽŵĞ
and/or behavioural issues that parents are not able to manage. Parental difficulties in 
the target group include drug, alcohol, domestic abuse and mental health issues. 2 or 
more risk factors, including:  ‘at risk of gun or gang crime, exploitation, the edge of care, 
social exclusion, 15-18 year olds who are homeless, frequently missing from home/ 
ƐĐŚŽŽů ? ?(LA Anon 2, Head of Service interview, March 2015). 
 
Some local authority contributors commented that services would be aimed at a level three 
threshold (e.g. based on the common assessment framework, see figure 4.1). 
In some cases this had required introducing a further stratum to add some flexibility in 
allocating support: 
 
  ‘We have a 3a and a 3b here before we hit 4 so these young people would be our 3a-
3b interchange, above targeted but not quite into specialist ?(LA Anon 2, Head of 
Service interview, March 2015). 
 
dŽ ‘ƉƌĞǀĞŶƚƚŝĞƌĨŽƵƌ ? ?ǁĞ ?ƌĞĚĞĂůŝŶŐǁŝƚŚƚŚĞŶŽŶ-existent three and a half tier, where 
ƚŚĞǇĂƌĞĞŝƚŚĞƌŽŶƚŚĞĞĚŐĞŽĨŐŽŝŶŐŝŶŽƌƚŚĞǇ ?ǀĞďĞĞŶŝŶĂŶĚĂƌĞĐŽŵŝŶŐŽƵƚĂŶĚƚŚĞ
ĨĂŵŝůŝĞƐ ĂƌĞŶ ?ƚ ƌĞĂĚǇ ? ĂďůĞ ƚŽ ŵĂŶĂŐĞƌ ƚŚĂƚďĞŚĂǀŝŽƵƌ ?  ?Lynne Bennett  W Team 
Manager ?ŚŝůĚƌĞŶ ?Ɛ^ĞƌǀŝĐĞƐ ?Wigan - Interview March 2015). 
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Figure 4.1 Common Assessment Framework Windscreen Model 
 
 
 
Priority, in some areas, was given to  poor parenting, young people going missing, youth 
homelessness and more acute issues with family mental health and/or substance misuse, 
domestic violence and concerns around serious and imminent risk associated with gang and 
gun crime and child sexual exploitation. Services also included adolescents involved with 
offending within their sphere of activity, offering support to young people either on the 
edge or care or custody.  
 
 ‘We work with the families of young people aged 11  W 17 where their anti-social 
behaviour across several settings leads to them being at risk of care or custody ? ?>
ANON 5, E-Survey, March 2015). 
 
In many respects, characteristics matched those of their  ‘in care ? peers and, as discussed 
above, their edge of care status often came down to the availability of wider provision to 
divert or delay entry to care.  Some services therefore highlighted working with adolescents 
literally on the edge of care, where families had already reached crisis point leading to 
adolescents requiring an unplanned or emergency care placement. This has resonance with 
previous research on preventative services, including that on adolescent support teams 
carried out by Biehal (2005 and 2008) and the use of respite care (Dixon and Biehal, 2007), 
both of which found that such services were often working with families and adolescents 
already in considerable distress and difficulty and where family breakdown had occurred. A 
recurrent scenario in the latter study of the use of respite care was the need for immediate 
support and in some cases accommodation:  
LEVEL 
4 
LEVEL 
3 
LEVEL 
2 
LEVEL 
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 ‘/ĐŽƵůĚŶ ?ƚĐŽƉĞĂŶǇůŽŶŐĞƌǁŝƚŚŚĞƌĂŐŐƌĞƐƐŝǀĞĚĞĨŝĂŶĐĞĂŶĚƐƚĞĂůŝŶŐ ?/ůĞĨƚŚĞƌĂƚƐŽĐŝĂů
ƐĞƌǀŝĐĞƐĂŶĚƚŽůĚƚŚĞŵƚŽŬĞĞƉŚĞƌ ? ?ŵŽƚŚĞƌŽĨ ? ?ǇĞĂƌŽůĚ ? ? 
   
In the 2007 study the characteristics of the service user showed that young people had: 
 
  ‘Multiple ĂŶĚ ƐĞǀĞƌĞ ĚŝĨĨŝĐƵůƚŝĞƐ ? ?ĂďƵƐĞ ? ĚŽŵĞƐƚŝĐ ǀŝŽůĞŶĐĞ ? ? ǁŚŝĐŚ ǁĞƌĞ ůŽŶŐ
ƐƚĂŶĚŝŶŐ ?ĂďƵƐĞǁĂƐ ĞǀŝĚĞŶƚ ĨŽƌĂƋƵĂƌƚĞƌŽĨ ƚŚĞ ƐĂŵƉůĞ ĂŶĚǁĂƐ ĐůĞĂƌůǇ ůŝŶŬĞĚ ƚŽ
curƌĞŶƚďĞŚĂǀŝŽƵƌ ? ?ŽǀĞƌĂƋƵĂƌƚĞƌ...had been known to social services for three or 
ŵŽƌĞǇĞĂƌƐ ?(Dixon and Biehal, 2007). 
 
The varying levels of family crisis that brought them to the service were outlined by the 
parents and adolescents: 
 
 ‘I wanted ƚŽ ŐĞƚ ĂǁĂǇ ? ? ?/ ĐĂŵĞ ƚŽ  ?ƚŚĞ ƐĞƌǀŝĐĞ ? ďĞĐĂƵƐĞ ŽĨ ŵǇ ŵĂŵ ?Ɛ ďŽǇĨƌŝĞŶĚ
ƉƵŶĐŚŝŶŐŵĞŝŶƚŚĞĨĂĐĞ ? ? ? ?ǇĞĂƌŽůĚďŽǇ ?. 
 
  ‘/ǁĂƐŶ ?ƚŚĂƉƉǇƚŚĂƚŶŽďŽĚǇǁĂƐŝŶƚŚĞŚŽƵƐĞĨŽƌŵĞ ?/ŚĂĚƚŽƐĞĞƚŽŵǇƐĞůĨĂƚ ? ? ?
ĂŶĚ ǁĂƐ ŚĂǀŝŶŐ ĚŝĨĨŝĐƵůƚŝĞƐ ǁŝƚŚ ĚĂĚ ? / ĐŽƵůĚŶ ?ƚ ŚĂǀĞ Ă ĐŽŶǀĞƌƐĂƚŝŽŶ ? / ĞŶĚĞĚ ƵƉ
ƐŚŽƵƚŝŶŐǁŚŝĐŚůĞĚƚŽĂƌŐƵŵĞŶƚƐ ? ? ? ?ǇĞĂƌŽůĚŐŝƌů ? ? 
 
 ‘/ƚǁĂƐ ƌĞĂůůǇďĂĚ ?ƐŚĞǁĂƐƐŵĂƐŚŝŶŐ ƚŚĞŚŽƵƐĞƵƉ ?ĨŝŐŚƚŝŶŐǁŝƚŚŚĞƌƐŝƐƚĞƌƐ ?ŚĂĚĂ
ŬŶŝĨĞƚŽŵĞ ?ŚĞƌƐŝƐƚĞƌƐƐĂǁĞǀĞƌǇƚŚŝŶŐ ? ?ŵŽƚŚĞƌŽĨ ? ?ǇĞĂƌŽůĚ ? ? 
 
 ‘ ? ? ?ĂĨƚĞƌƚǁŽĂŶĚĂŚĂůĨǁĞĞŬƐ ?ůŝǀŝŶŐǁŝƚŚŚŝƐĚĂĚ ?ŚŝƐĚĂĚƌĞũĞĐƚƐŚŝŵ ?ĂůůŚĞŬŶŽǁƐ
he gets put on a train and from the train he gets picked up by social services, [and he 
had] been rejected off me. Social Services brought him back here and he proper went 
for me, there was  just so much anger in him, but it was confusion more than anger, 
ŚĂĚƚŽďĞ ? ?ŵŽƚŚĞƌ ? ?ǇĞĂƌŽůĚ ? ? 
 
Overall, our review of research and practice evidence found a high level of need, which 
indicated relatively entrenched family difficulties with a history of contact with various 
support services and previous care episodes, where services had hitherto failed to address 
the difficulties. This raises the issue of early intervention, or rather a lack of prior effective 
support that might have prevented the adolescent and their family reaching the edge of 
care.  
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Identifying Needs and Intervening to Prevent Entry to Care 
Early intervention refers both to providing help when children are younger and importantly, 
earlier in the development of the problem, whatever the age of the child.  As discussed in 
Annex 1, adolescents in need may have been struggling with family difficulties, including 
neglect, for several years, or may be suffering the effects of more recent adverse changes 
in their family circumstances.  It is now widely accepted that earlier intervention in the life 
of the family in need or the development of the difficulties is both more productive in terms 
of outcomes as well as more cost effective (Allen, 2011 a. and b.). 
 
Certainly, there is increasing evidence from children and families themselves that earlier 
intervention would have been more helpful.  For example, in consultations held in three 
major cities with young people who were in care or care leavers, 43% believed that they 
would not have had to come into care if there had been more support available for their 
families at an earlier stage (Morgan, 2011). The view was expressed that it is not enough 
for social workers to say that a family needs help and support, and to refer them for this, 
unless access to options is feasible. The research noted that if a family needs urgent help to 
keep a child out of care, it can be a long time after a referral is made before help actually 
ŚĂƉƉĞŶƐ ?ĂŶĚƚŚŝŶŐƐĐĂŶŐĞƚǁŽƌƐĞŝŶƚŚĞŵĞĂŶƚŝŵĞ P ‘help needs to come quickly ? ?Morgan, 
2011). 
 
Similarly, around two-thirds of parents in focus groups conducted across nine local 
authorities in 2013 stated that they would have liked help sooner (Easton et al, 2013). Both 
practitioners and families felt that more help should be offered to families when they have 
 ‘ůŽǁ ůĞǀĞů ? ŶĞĞĚƐ ƚŽ ƉƌĞǀĞŶƚ ƚŚĞŝƌ ŶĞĞĚƐ ĞƐĐĂůĂƚŝŶŐ ?^ŽŵĞ ƉĂƌĞŶƚƐ ƐĂŝĚ they were not 
sufficiently aware of the organisations that could help them. Others felt that they were not 
ďĞŝŶŐůŝƐƚĞŶĞĚƚŽŽƌƚŚĂƚƐĞƌǀŝĐĞƐ ?ƉĂƌƚŝĐƵůĂƌůǇĞĚƵĐĂƚŝŽŶĂŶĚĐŚŝůĚƌĞŶ ?ƐƐŽĐŝĂůĐĂƌĞ ?ǁĞƌĞŶŽƚ
acting quickly enough to help them. As one parent explained: 
 
 ‘/ƐŚŽƵůĚŚĂǀĞďĞĞŶŽĨĨĞƌĞĚŝƚĂƚƚŚĞƚŝŵĞǁŚĞŶĞǀĞƌǇƚŚŝŶŐǁĂƐŐŽŝŶŐŽŶ ?ďƵƚ/ǁĂƐŶ ?ƚ ?
I was offered it weeks and weeks after when things settled down  ?we should have 
ďĞĞŶŚĞůƉĞĚĨƌŽŵĚĂǇŽŶĞ ? (Easton et al, 2013). 
 
Thematic inspections by Ofsted of early help and neglect found compelling evidence that 
young people living in complex and damaging circumstances were often waiting too long 
for help. If high thresholds for further investigation of concerns were not met, then it was 
often the case that families were offered no help at all (Ofsted, 2015a). In Action for 
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ŚŝůĚƌĞŶ ?ƐƚŚŝƌĚĂŶŶƵĂůƐƵƌǀĞǇŽĨĐŚŝůĚŶĞŐůĞĐƚŝŶƚŚĞh< ? ? ?A?ŽĨƐŽĐŝĂůǁŽƌŬĞƌƐƚŚŽƵŐŚƚƚŚĂƚ
the point at which they could intervene was too high (Burgess et al, 2014). 
 
These points should raise a cautionary flag for edge of care services and is one that is reason 
for concern in other countries where preventative family support models have been utilised 
far more intensively than in England, and that show that a focus on the family can detract 
ĨƌŽŵŵĞĞƚŝŶŐƚŚĞĐŚŝůĚ ?ƐŶĞĞĚƐĞĨĨŝĐŝĞŶƚůǇ: 
 
 ‘/Ŷ ^ǁĞĚĞŶ ǁĞ ƵƐĞ Ă ĨĂŵŝůǇ ƐĞƌǀŝĐĞ ƉĞƌƐƉĞĐƚŝǀĞ ƐŽ ǁĞ ŚĂǀĞ Ă ůŽƚ ŽĨ ĨŽĐƵƐ ŽŶ
ƉƌĞǀĞŶƚĂƚŝǀĞŵĞĂƐƵƌĞƐĂŶĚƐƵƉƉŽƌƚŝŶŐĨĂŵŝůŝĞƐ ? ? ?ďƵƚ/ƚŚŝŶŬƚŚĂƚƐŽŵĞƚŝŵĞƐŝƚƚĂŬĞƐ
away the focus on the child.  It has been a debate in Sweden for some years now that 
we wait too long before taking a child into care, they are too old when they get to 
care.  My view is that we have been very focused on working to prevent children from 
going into care at all and sometimes I think we wait too long with the interventions so 
ǁŚĞŶĐŚŝůĚƌĞŶŐŽŝŶƚŽĐĂƌĞƚŚĞǇŚĂǀĞŚĂĚƐƵĐŚŚĂƌĚĞǆƉĞƌŝĞŶĐĞƐƚŚĂƚŝƚ ?ƐŚĂƌĚĨŽƌƚŚĞŵ
ƚŽ ĂĚũƵƐƚ  ?ďĞĐĂƵƐĞ ƚŚĞǇ ĂƌĞ ƐŽ ĚĂŵĂŐĞĚ ? (Ingrid Höjer, Professor of Social Work, 
University of Gothenburg, Interview April 2015). 
 
Similarly, pressures on foster care services are increasing in Norway due to the commitment 
to long-term preventative interventions resulting in: 
 
 ‘ ? ? ? ?ƉůĂĐŝŶŐĐŚŝůĚƌĞŶŝŶĨŽƐƚĞƌĐĂƌĞƚŚĂƚĂƌĞĞǆƚƌĞŵĞůǇĚĂŵĂŐĞĚĂŶĚǇŽƵǁŝůůǁĞĂƌŽƵƚ
ůŽƚƐŽĨĨŽƐƚĞƌƉĂƌĞŶƚƐďĞĐĂƵƐĞƚŚĞǇĚŽŶ ?ƚǁĂŶƚƚŽƵƐĞƌĞƐŝĚĞŶƚŝĂůĐĂƌĞďĞĐĂƵƐĞƚŚĂƚ ?Ɛ
ƚŽŽ ĞǆƉĞŶƐŝǀĞ ?(Elisabeth Backe-Hansen, Research Director, NOVA (Norwegian Social 
Research), Interview April 2015). 
 
 
The Challenges for Edge of Care Provision 
Evidence from local authorities and other organisations gathered during this study, though 
modest in scope, showed that a range of criteria was applied for accessing edge of care 
provision. This reflects the findings of existing evidence that it is difficult to pigeon-hole the 
edge of care group. KĨƐƚĞĚ ?Ɛ  ? ? ? ? ƌĞƉŽƌƚ ĨŽƵŶĚ ƚŚĂƚ ƚŚĞƌĞǁĂƐŶŽ ƌĞƋƵŝƌĞŵŶƚŽŶ ůŽĐĂů
authorities to provide data on a distinct edge of care cohort. Though no doubt such data 
would be useful for service planning and delivery, without a clear and consistent definition 
this would prove a difficult task.  
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There is some discussion, however, that applying a more prescriptive definition to the edge 
of care could be unwelcome or in even detrimental to troubled adolescents and their 
families: 
 
 ‘dhere are lots of different edges that you could see and one of the things that seems 
to come through consistently is that where you have those service interfaces, 
ƚŚƌĞƐŚŽůĚƐ ĂŶĚ ŐĂƉƐ ? ƚŚĂƚ ?Ɛ ǁŚĞƌĞ ƉƌŽďůĞŵƐ ĂƌŝƐĞ ĂŶĚ ƚŚĂƚ ŽƌŐĂŶŝƐĂƚŝŽŶƐ ƚŚĂƚ ĂƌĞ
doing better are trying their best not to really think too much in boxed elements of the 
system but trying to think in terms of continuums and the journeys of children and 
ǇŽƵŶŐƉĞŽƉůĞĂŶĚŐĞƚĂũŽŝŶĞĚƵƉƉŝĐƚƵƌĞŽĨƚŚŝŶŐƐŐŽŝŶŐƚŚƌŽƵŐŚ ? (Susannah Bowyer, 
Research and Development Manager, Research in Practice, interview March 2015). 
 
The current blurring of the edges around  ‘edge of care ? support might allow services to be 
more responsive to the needs of their local populations.  Applying too rigid a definition, 
meanwhile, could introduce a further edge to cross in order to access support services, 
meaning that some might fall short of the threshold.  Conversely, by keeping a more liberal 
definition, services may be open to claims of net widening and labelling at one end and at 
the other end, worse still, delaying entry to care for those who need it. 
 
Respondents highlighted a number of caveats associated with the concept and with 
becoming too focused on edge of care or using it for cost saving reasons: 
 
 ‘dŚĞƚĞƌŵŝƐƉƌŽďůĞŵĂƚŝĐ ?ƚŚĂƚĐŽŶĐĞƉƚ ŝƐŶŽƚƵƐĞĚ ŝŶƵƌŽƉĞĂƐƚŚĞǇĚŽŶ ?ƚƐĞĞƐƵĐŚ
sharp thresholds  W it suggests the idea of falling off a cliff of care and they see it much 
more as a continuum.  The cynical view is wanting to reduce costs by reducing the care 
population, so edge of care services become a way of reducing placements rather than 
ůŽŽŬŝŶŐĨůĞǆŝďůǇĂƚĞĂĐŚĐŚŝůĚ ?ƐŝŶĚŝǀŝĚƵĂůŶĞĞĚ ? (Janet Boddy, Professor of Child, Youth 
and Family Studies (Education), University of Sussex, interview April 2015). 
 
/ƚ ?Ɛ Ă ǁŽƌƌǇŝŶŐ ĐŽŶĐĞƉƚ ďĞĐĂƵƐĞ ŝƚ ?Ɛ ƐŽ ŝůů ĚĞĨŝŶĞĚ ? ? ? ? ŝƚ ?Ɛ ƐŽŵĞƚŚŝŶŐ ƚŚĂƚ ŚĂƐ ďĞĞŶ
brought to bear in a reactive manner to reduce the numbers of children in care.  Iƚ ?Ɛ
ĐƌĞĂƚĞĚ Ă ŚŽůĚŝŶŐ ĂƌĞĂ ĨŽƌ ǇŽƵŶŐ ƉĞŽƉůĞ ? ƚŚĞƌĞ ĂƌĞƐŽŵĞ ƉůĂĐĞƐ ǁŚĞƌĞ ŝƚ ?Ɛ ƵƐĞĚ
ĐŽŶƐƚƌƵĐƚŝǀĞůǇ ?ďƵƚŝƚ ?ƐƵƐĞĚůŝƚƚůĞĨŽƌƌĞƉĂƌĂƚŝǀĞǁŽƌŬ ?ŝƚ ?ƐŵĂŝŶůǇĂďŽƵƚĐŽŶƚĂŝŶŝŶŐĂŶĚ
 ‘ũƵƐƚŝŶƚŝŵĞ ? ? ? ? ? ? ?ĚŐĞŽĨĐĂƌĞĚŽĞƐŶ ?ƚŚĂǀĞĂĐŽŶceptual framework of care and means 
there are more steps to get a young person to where they need to be.  They may have 
ƚŽ ŐŽ ƚŚƌŽƵŐŚ ĞĚŐĞ ŽĨ ĐĂƌĞ ĨŝƌƐƚ ? ?(Jonathan Stanley, Executive Officer, The 
Independent Children's Homes Association - Interview, March 2015) 
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In the longer term, intensive intervention may be more cost-effective and suitable for 
some young people: 
 
 ‘ctually it could be a really stabilising period for a young person to have six to 12 
months in a residential placement that actually enables them to be reunified back 
home, or into a fostering placement, rather than using every other alternative to, and 
then having a very expensive final three years while that young person is in a home 
ďƵƚŝƐŶ ?ƚƐĞƚƚůŝŶŐĂŶĚŵŽǀŝŶŐĨƌŽŵƉůĂĐĞƚŽƉůĂĐĞĂŶĚĂĐƚƵĂůůǇƚŚĞŝƌŽƵƚĐŽŵĞƐǁŝůůďĞ
far worse at the end of ŝƚ ? (Jill Sheldrake, Service Director, The Together Trust - 
Interview, March 2015.)  
 
The tendency to regard edge of care services as a panacea may result in the positive 
value of intensive services being overlooked for young people with particular difficulties, 
for whom entry to care would offer constructive opportunities: 
 
 ‘Early intervention is not the answer to intensive placements, we will still need those 
and [will need] a targeted spend ?  (Jonathan Stanley, Executive Officer, The 
Independent Children's Homes Association - Interview, March 2015)  
 
At times it is ĚĞĞŵĞĚŶĞĐĞƐƐĂƌǇƚŽŵŽǀĞĂǁĂǇĨƌŽŵƐĞĞŝŶŐĐĂƌĞĂƐĂ ‘ůĂƐƚƌĞƐŽƌƚ ? ?ƚŽǁĂƌĚƐ
a more beneficial view: 
 
 ‘....making the case for care in a way, because what tends to happen in these 
ĐŽŶǀĞƌƐĂƚŝŽŶƐ ŝƐƚŚŝƐƐŽƌƚŽĨǀĞĞƌŝŶŐďĞƚǁĞĞŶŽŶĞĞǆƚƌĞŵĞĂŶĚĂŶŽƚŚĞƌ ?ŽĨ  ‘ůĞƚ ?ƐŶŽƚ
ŐĞƚ ĂŶǇ ŽĨ ƚŚĞŵ ŝŶƚŽ ĐĂƌĞ ? ? ǁŚĞŶ ĂĐƚƵĂůůǇ ĨŽƌ ƐŽŵĞ ǇŽƵŶŐ ƉĞŽƉůĞ ƚŚĂƚ ŝƐ ƚŚĞ ƌŝŐŚƚ
choice......... [there is a] powerful case actually for care being a jolly good option for 
children and young people, especially where emotional abuse and neglect is an 
ŽŶŐŽŝŶŐŝƐƐƵĞ ? (Susannah Bowyer, Research and Development Manager, Research in 
Practice - Interview March 2015).  
 
This reinforces the point made in Annex 1 from the research by Stein et al (2009), where 
family relationships may be too poor to permit preventative interventions occurring for 
adolescents.   Indeed as Jones points out, entry to care, where appropriate should not be 
seen as a service failure (2009): 
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 ‘We have to acknowledge that  Q some families are simply untreatable. These cases 
do not represent failure, but in fact successful professional practice, to the extent that 
a sustained focus on child welfare has been achieved (Jones, 2009).  
 
Additionally, the case for a whole systems approach to utilising care in conjunction with a 
range of locally delivered provision that includes edge of care services is arguably more 
useful than developing new dimensions of services in isolation: 
  
 ‘more promising approaches [are] where there is something about a whole systems 
shift to think about principles and values behind quite ĂƌĂŶŐĞŽĨǁŽƌŬƚŚĂƚ ?ƐŐŽŝŶŐŽŶ ? 
(Susannah Bowyer, Research and Development Manager, Research in Practice - 
Interview March 2015).  
 
^ƵĐŚ Ă ƐŚŝĨƚ ƌĞƉƌĞƐĞŶƚƐ Ă ĨůĞǆŝďůĞ ĂƉƉƌŽĂĐŚ ƚŽ ĐŚŝůĚƌĞŶ ?Ɛ ƐĞƌǀŝĐĞƐ, which accommodates 
fluctuations in needs. The allocation of a single worker to build a lasting relationship with 
the adolescent and family, no matter their legal status or pathways through services, as 
discussed above, would play a part.  Additionally, comprehensive and accurate assessments 
would play a fundamental part in addressing needs over the longer term:  
 
 ‘Better social work assessment would identify needs and meet these the first time 
around (Jonathan Stanley, Executive Officer, The Independent Children's Homes 
Association - Interview, March 2015). 
 
Assessment of need is of course essential to identifying the most appropriate support or 
intervention and thereby the edge of care group. Assessments exploring child and parental 
ĚŝĨĨŝĐƵůƚŝĞƐ ? ĨĂŵŝůǇ ĨƵŶĐƚŝŽŶŝŶŐ ? ƚŚĞ ƌŝƐŬ ŽĨ ĨƵƚƵƌĞ ŚĂƌŵ ĂŶĚ ĂůƐŽ ƚŚĞ ƉĂƌĞŶƚ ?Ɛ ĐĂƉĂĐŝƚǇ ƚŽ
change are considered key elements in informing professional decision making (see 
Shlonsky and Wagner, 2005 in Ward et al, 2014 p50). 
 
 Summary Points: 
 
x Edge of care is currently most commonly associated with prevention, rather than 
reunification. 
x In practice, the definition of edge of care, and thereby eligibility criteria, varies across, 
and potentially within, local authorities and other services working with troubled young 
people and their families.   
x It can be driven by thresholds for entry to care and to other services; the level of and 
availability of resources, both financial and in terms of access to mainstream and 
   
 
 
S
u
p
p
o
rt
in
g
 A
d
o
le
sc
e
n
ts
 o
n
 t
h
e
 E
d
g
e
 o
f 
C
a
re
. 
  
  
   
   
  
   
  
   
   
  
 T
h
e
 r
o
le
 o
f 
sh
o
rt
 t
e
rm
 s
ta
y
s 
in
 r
e
si
d
e
n
ti
a
l c
a
re
. 
 
- 33 - 
specialist support; the presence of intervention programmes, some that include their 
own fixed eligibility criteria; and by the needs of the local population. 
x Existing evidence suggests that whilst there is some attempt to address lower levels of 
need or intervening as indicators of future difficulties becoming apparent, most edge of 
care provision is targeted at adolescents and families that have high levels of difficulties 
and risk and are thereby much closer to the edge. 
x The range of difficulties experienced by the edge of care group include young people 
with:  
- emotional and behavioural difficulties  
- issues around risk of significant harm 
- physical or learning needs 
- criminalised behaviour. 
x There is some consensus that edge of care is an unhelpful term and concept that can be 
cynically used to focus on cost savings rather than meeting needs. 
x That said, commentators have also highlight edge of care as representing a more fluid 
and responsive approach to meeting adolescent and family needs that forms a 
continuum or broader menu of options.  
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 ? ?^ƵƉƉŽƌƟŶŐ&ĂŵŝůŝĞƐ ?ĚŽůĞƐĐĞŶƚƐ ? 
 
 
This chapter briefly explores some of the key developments over recent years aimed at 
supporting families and young people in difficulty. It outlines some of the main national 
policies and programmes, their aims, approaches and, where possible, key insights into 
their effectiveness. It considers some of the implications for the continued development of 
support for adolescents on the edge of care and their families. 
 
Key Policy Developments 
Over the past ten years, state support for families in difficulties has been characterised by 
a shift in focus from the universalist approach epitomised by the Sure Start programme 
towards a more interventionist, targeted approach aimed at a more selective cohort of 
families with particularly complex needs (Featherstone, 2013) ? >ĂďŽƵƌ ?Ɛ ZĞƐƉĞĐƚŐĞŶĚĂ
provoked renewed efforts, and funding, to selected local authorities, to improve the 
integratŝŽŶŽĨĂĚƵůƚĂŶĚĐŚŝůĚƌĞŶ ?ƐƐĞƌǀŝĐĞƐŝŶŽƌĚĞƌƚŽƉƌŽǀŝĚĞĂŵŽƌĞŚŽůŝƐƚŝĐƌĞƐƉŽŶƐĞƚŽ
such families.   
 
Family Intervention Projects (FIPs) were introduced in 2006, initially to work specifically 
with families identified as anti-social.  These were predominantly families with older 
children therefore, who were manifesting much of the anti-social behaviour.  The aim of 
the intervention was to prevent these families from becoming homeless and their children 
being taken into care.  Together with 20 Intensive Intervention Projects (IIPs), an extension 
of the model implemented as part of the Youth Task Force Action Plan in 2008, FIPs were 
subsequently rolled out to target families living in poverty and affected by inter-
generational unemployment, as well as families with children at risk of offending  W the latter 
of which became by far the dominant type (Lloyd et al, 2011).  The intervention was 
ĐŚĂƌĂĐƚĞƌŝƐĞĚ ŝŶƉĂƌƚŝĐƵůĂƌ ďǇĂ  ‘ĐĂƌƌŽƚ ĂŶĚ ƐƚŝĐŬ ? ĂƉƉƌŽĂĐŚ ? ǁŚĞƌĞďǇ ƐĂŶĐƚŝŽŶƐ ĐŽƵůĚďĞ
applied if encouragement and support alone was resisted  W an approach that has been 
maintained as interventions with this cohort of families have developed (see below). 
 
A review of the FIPs in 2010 (DFE, 2010a) reported that this challenge and support approach, 
appeared to be effective (in combination with broader enabling factors, such as strong 
leadership across the relevant agencies), and contributed to positive results, including 
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improved edge of care outcomes (e.g. 37% reduction in child protection concerns amongst 
families involved in the programme).  
 
However, evaluations of these interventions have generally been limited, not least because 
the monitoring systems only collected quantitative data such as the number of contact 
hours, with the result that very little is known about the actual content of any of the 
interventions (Lloyd et al, 2011).  Also, in 2010, the Coalition Government removed the ring-
fence for its Early Intervention Grant funding to local authorities, which was the prime 
source of funding for Family Intervention Projects. In line with this, the specific grant 
conditions that included a requirement for local authorities to complete data returns on 
their family intervention services were also removed.   
 
The number of FIPs and IIPs began to dwindle following the removal of the ring-fenced 
grant, which the charity Catch 22 identified with regret in a 2011 report (Catch 22, 2011).  
dŚĞƌĞƉŽƌƚĚĞƐĐƌŝďĞĚǁŚŽůĞĨĂŵŝůǇƐƵƉƉŽƌƚ ?ƐƵĐŚĂƐ&/WƐĂŶĚ//WƐ ?ĂƐ ‘ƐŵĂƌƚĞƌ ?ƐƵƉƉŽƌƚĂŶĚ ?
in the light of what it perceived as the governmĞŶƚ ?Ɛ  ‘ƐŚŽƌƚ-ƐŝŐŚƚĞĚ ? ĨŽĐƵƐ ŽŶ ĞĂƌůǇ
intervention with young children (see Allen, 2011a and 2011b), it urged authorities not to 
overlook support for families with older children. 
 
 ‘EŽďŽĚǇ ǁŽƵůĚ ĚŝƐĂŐƌĞĞ ǁŝƚŚ ƚŚĞ ĐŽŶĐĞƉƚ ŽĨ ĞĂƌůǇ ŝŶƚĞƌǀĞŶƚŝŽŶ ďƵƚ ĞĂƌůǇ ŝƐŶ ?t just 
about age; families can face challenges at any time ? ? ?DŽƐĞůĞǇ ?ŝŶWƵĨĨĞƚƚ ? ? ? ? ? ?
 
FIPs were designed around the assignment of a dedicated key worker and it is perhaps 
unsurprising therefore, that the key features Lloyd et al (2011) identified as critical to the 
success of these interventions include:  
x Having a dedicated key worker who works intensively with each family 
x Recruitment and retention of high quality staff 
x Small caseloads 
x Staying involved with a family for as long as necessary. 
 
FIPs, along with fifteen Pathfinder pilot projects, were part of an evolving Think Family 
agenda launched by the Labour administration in 2007 which, in its later stages, included 
funding to support and encourage local authorities to re-design their services towards a 
more holistic model, in terms of both a whole family focus and a joining up of the different 
services that a family might need.  In 2012, following the removal of this ring-fenced 
funding, the coalition government launched their own Troubled Families Programme, which 
targeted the recently estimated 120,000 most problemat
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ŬĞĞƉŝŶŐǁŝƚŚƚŚĞ ‘ĐĂƌƌŽƚĂŶĚƐƚŝĐŬ ?ĚĞƐĐƌŝƉƚŝŽŶŽĨ&/W^ ?ǁĂƐĚĞƐĐƌŝďĞĚĂƐĚĞůŝǀĞƌŝŶŐĂ ‘ƚŽƵŐŚ
ůŽǀĞ ?ĂƉƉƌŽĂĐŚ ?ŝŬĞŶ ? ? ? ? ? ? ?
 
In a review of the evidence base for this type of family intervention, to underpin the design 
of the Troubled Families Programme, the Department for Communities and Local 
Government (DCLG) concluded that five key components characterized the most effective 
interventions: 
x A dedicated worker, dedicated to a family 
x WƌĂĐƚŝĐĂů ‘ŚĂŶĚƐŽŶ ?ƐƵƉƉŽƌƚ 
x A persistent, assertive and challenging approach 
x Considering the family as a whole  W gathering the intelligence 
x Common purpose and agreed action 
(DCLG, 2012) 
 
Other targeted initiatives that have been developed or implemented in recent years include 
Family Group Conferencing (FGC) and the Family Drug and Alcohol Court (FDAC).  The idea 
of the FGC, which originated in New Zealand, was introduced in the UK in the Children, 
Young Persons & their Families (CYP&F) Act 1989,which aimed to encourage a more 
participatory approach between professionals and families in the decision making process 
relating to potential care proceedings. The initiative depends on the involvement of an 
independent co-ordinator, whose task is to ensure that the views of all parties are heard 
and considered equally, including those of the children, and that the interventions 
ultimately agreed upon represent a genuine consensus.  Increasingly, FGCs have come to 
be seen as part of a restorative approach to social work, alongside restorative justice 
approaches but, as Frost et al (2014) point out, FGC has made slow progress because it relies 
on referral by social workers, many of whom have continued to opt for the more 
conventional, professionally led process of the Child Protection Conference.   
Evaluation of the effectiveness of FGC is weak as relatively few studies internationally focus 
on outcomes and those that attempt to do so suffer from significant methodological 
problems (Frost et al, 2014).  However, Frost et al. ?ƐĐŽŵƉƌĞŚĞŶƐŝǀĞƌĞǀŝĞǁĐŽŶĐůƵĚĞƐƚŚĂƚ
the process evidence is overwhelmingly positive, and that families and children feel listened 
to and valued.  
The Family Drug and Alcohol Court launched in 2008.  Financially assisted by a group of 
government departments, this initiative was inspired by the commitment of a District Judge, 
Nicholas Crichton, who had seen the model working successfully in the US where it 
originated, and was concerned to improve the failings of existing care proceedings in the 
   
 
 
S
u
p
p
o
rt
in
g
 A
d
o
le
sc
e
n
ts
 o
n
 t
h
e
 E
d
g
e
 o
f 
C
a
re
. 
  
  
   
   
  
   
  
   
   
  
 T
h
e
 r
o
le
 o
f 
sh
o
rt
 t
e
rm
 s
ta
y
s 
in
 r
e
si
d
e
n
ti
a
l c
a
re
. 
 
- 37 - 
UK, such as late intervention, excessive duration of proceedings and poor parent and child 
outcomes.  It differs from ordinary care proceedings in three key ways; judicial continuity, 
fortnightly court review without lawyers, and a specialist multi-disciplinary team attached 
to the court that provides both therapeutic and practical support to the families.   
The evaluation conducted by Harwin et el (2014), albeit a modest sample, demonstrated 
improved substance abuse cessation and reunification rates compared to outcomes from 
ordinary care proceedings in families with fewer problems aside from their substance 
abuse.  However, in families struggling with a particularly complex set of problems as well 
as their substance abuse, the FDAC rates of cessation and reunification showed no 
statistically significant difference (see Harwin et al, 2014).  Nevertheless, the FDAC has won 
a number of awards and considerable praise for its work, and the Department for Education 
has recently announced a limited rollout of the model to other parts of the country, as part 
of its ChilĚƌĞŶ ?Ɛ^ŽĐŝĂůĂƌĞ/ŶŶŽǀĂƚŝŽŶWƌŽŐƌĂŵŵĞ ?ƐĞĞďĞůŽǁ ? ? 
The most recent policy initiatives in family support have stemmed partly from the Munro 
Review (2011), commissioned in the wake of the death of baby Peter Connelly, and partly 
from a review of the childrĞŶ ?ƐĐĂƌĞƐǇƐƚĞŵďǇƚŚĞƐƐŽĐŝĂƚŝŽŶŽĨŝƌĞĐƚŽƌƐŽĨŚŝůĚƌĞŶ ?Ɛ
Services (ADCS, 2013).  Taken together, these reviews conclude that the care system in 
particular and family social work in general require a radical shift away from compliance 
and risk avoidance towards more innovative, child-centred approaches. Thus, the two 
principle aims of the recently launched Social Care Innovation Programme are i) to promote 
a re-thinking of social work in relation to children and families, and ii) to promote new 
initiatives for adolescents on the edge of care (see further below). 
 
Key Therapeutic Developments 
The precise nature of a family intervention, as indicated above, has not always been 
carefully documented.  However, alongside funding for particular policy developments 
around family support over the past decade, governments have also funded the 
development of particular treatments.  These may be delivered as the principle content of 
a particular policy package, or they may simply be on offer as part of the general family 
support service a local authority provides.  
 
As the pressure to improve standards of evidence has grown, a number of family 
interventions originating in the US have been adopted in the UK, which are highly structured 
and therefore easier to subject to more rigorous evaluation, including Randomised 
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Controlled Trials (RCTs).  Whilst much of the evidence base continues to come from the US, 
strong, home-grown evaluation is also now accumulating. 
 
In summarising here the principal therapeutic developments for adolescents of the edge of 
care, two recent evidence reviews are particularly relevant  W one concerns models of 
adolescent care (Bowyer and Wilkinson, 2013), the other reviews intensive interventions 
suitable for children on the edge of care (Asmussen et al, 2013).   The two interventions 
identified in both reviews as having the strongest evidential base in the UK are Multi 
Systemic Therapy (MST) and Functional Family Therapy (FFT). 
  
Multi Systemic Therapy (MST) 
MST was first introduced in 2008 by the Department of Health (DoH), in partnership with 
the Youth Justice Board (Fox and Ashmore, 2014) on the basis of a small-scale trial carried 
out in North London between 2003 and 2008 (see Butler et al, 2011). It is designed for 
families with children aged 12  W  ? ?ǁŚŽĂƌĞ ‘at risk of coming into care due to serious anti-
ƐŽĐŝĂůďĞŚĂǀŝŽƵƌĂŶĚ ?ŽƌŽĨĨĞŶĚŝŶŐ ?. 
 
The MST model draws primarily on ecological theory and family systems theory and sees 
ƚŚĞǇŽƵŶŐƉĞƌƐŽŶ ?ƐĐĂƌĞŐŝǀĞƌ ?Ɛ ?ĂƐƚŚĞƉƌŝŵĂƌǇĂŐĞŶƚ ?Ɛ ?ŽĨĐŚĂŶŐĞ.  The MST therapist is on-
call 24 hours a day, seven days a week, and provides intensive support in homes, 
neighbourhoods, schools and communities, over a period of three to six months. Fidelity to 
the programme is important and the originators have developed very strict treatment 
protocols (DfEa, undated). 
A number of methodologically rigorous RCTs have been carried out in the US by the 
developers, which have found that MST is significantly more successful than normal services 
in improving family relationships and reducing both the short and long-term rates of re-
offending amongst serious young offenders. Studies have also shown that MST is cost 
effective in the long-term (see Bowyer, 2009).  
 
An independent RCT has recently been carried out in England with an ethnically diverse 
sample of 108 families who were randomised to either MST or the usual Youth Offending 
Team services (see Wiggins et al, 2012). Results showed that, compared with the control 
group, at 18 month follow up, MST significantly reduced non-violent offending, youth-
reported delinquency and parental reports of aggressive and delinquent behaviours. 
Qualitative interviews carried out with parents and young people assigned to MST 
approximately three months after the intervention finished were also positive.  
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Fox and Ashmore (2014) have reviewed the evidence for MST and summarised both the 
strengths and the weaknesses of MST as a potential intervention for children on the edge 
of care.  It is of note, from the point of view of this scoping study at least, that the authors 
identified an important limitation, namely that it is not compatible with the offer of respite 
care.  
  ‘The emphasis [of MST] is on building up informal social and family supports, and 
decreasing the involvement of statutory agencies and formal inputs such as respite 
ĐĂƌĞ ? ?(Fox and Ashmore, 2014 p8) 
 A more recent variant of MST has been developed for families where there is evidence of 
child abuse and/or neglect (MST-CAN), which has also shown positive results from an RCT 
in the US, demonstrating significant reductions in abusive and neglectful parenting 
behaviours, as well as out-of-home placements. In addition, parents participating in MST-
CAN were significantly more likely to report improved mental well-being and increases in 
their informal family support networks in comparison to families participating in the control 
group. Significant improvements for children included reductions in post-traumatic stress 
disorder (PTSD) and other anxiety related symptoms (see Asmussen et al, 2013). 
Functional Family Therapy (FFT) 
FFT was also originally developed in the US in the 1970s and was piloted initially in the UK 
(Brighton) in 2007 (Prevention Action, 2009).  It is considered appropriate for families with 
children aged 10  W  ? ? ǁŚŽ ĂƌĞ  ‘engaging in persistent antisocial behaviour, substance 
ŵŝƐƵƐĞĂŶĚ ?ŽƌǇŽƵƚŚŽĨĨĞŶĚŝŶŐ ? ? 
  
The FFT model draws on a wider range of theoretical sources for its therapeutic content, 
including family systems theory, social learning theory, ecological theory and cognitive 
behavioural principles.  It is not as intensive as MST, being structured around discrete 
weekly sessions rather than 24-hour on-call support, and a key feature of the intervention 
ŝƐƚŚĞƚŚĞƌĂƉŝƐƚ ?ƐĂďŝůŝƚǇƚŽŵĂƚĐŚĞǀŝĚĞŶĐĞ-based strategies to the specific needs of each 
family (DfEb, undated.)  As with MST, however, the young person must be living at home 
for the duration of the intervention, which raises similar difficulties for its compatibility with 
an offer of respite care.   
 
Most of the evidence base for FFT relates to families with a child in the criminal justice 
system, as this is the population it was originally designed for.  The states of Washington 
and Florida have been applying the intervention to young people on the edge of care for 
some years but, as yet, the evidence is confined to monitoring data and a small scale, non-
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random comparison study (Asmussen et al, 2013).  Both have demonstrated positive 
results, with the comparison study recording fewer out-of-home placements among the 
group receiving the FFT intervention than the comparison group.  Asmussen et al describe 
the evidence base for young people on thĞ ĞĚŐĞ ŽĨ ĐĂƌĞ ? ƚŚĞƌĞĨŽƌĞ ? ĂƐ  ‘ƉƌŽŵŝƐŝŶŐ ? ?
ĐŽŵƉĂƌĞĚƚŽ ‘ƐƚƌŽŶŐ ?ĨŽƌĨĂŵŝůŝĞƐǁŝƚŚĂĐŚŝůĚŝŶƚŚĞĐƌŝŵŝŶĂůũƵƐƚŝĐĞƐǇƐƚĞŵ ? 
 
The first UK RCT is currently being conducted by Kings College (Institute of Psychiatry, 
Psychology and Neuroscience) in partnership with Brighton and Hove Youth Offending 
Services (see the SAFE research project, Kings College London, undated).  
 
MST and FFT are the two intensive interventions backed by government funding.  Other key 
therapeutic developments include the following: 
 
Strengthening Families Programme 10-14 (SFP 10-14) 
Again emanating originally from the US, this programme has been practised in the UK for 
the past 15 years, particularly in mental health settings but also in social work settings.  
Unlike MST or FFT, it is based on group work and is intended for families and their teenage 
children considered to be at a less serious stage of difficulty.  It was originally developed to 
increase resilience and reduce risk factors for alcohol and substance misuse, depression, 
violence and aggression, delinquency and school failure in high risk children and their 
substance misusing parents (Coombes et al, 2006). In the UK it has been made available to 
parents in any kind of potential difficulty with children aged 10  W 14, to help improve family 
functioning. 
 
SFP 10-14 also draws on a variety of theoretical sources including the biopsychosocial 
vulnerability model, which encourages the development of family skills and resources to 
 ‘ďƵĨĨĞƌ ? ŽƚŚĞƌ ƐƚƌĞƐƐĞƐ ? ƚŚĞ ƌĞƐŝůŝĞŶĐǇ ŵŽĚĞů ? ǁŚŝĐh helps young people manage their 
emotions and behaviour, and the family process model, which considers how economic 
stress can negatively affect parenting behaviours (DfEc, undated; MoJ, undated).  It is not 
an intensive intervention like MST or FFT, but it is more compatible with an offer of respite 
care and indeed is used, for example, by residential staff in the Blackburn with Darwen 
respite service (see Chapter 7, Case Study 5).   
 
Much of the evaluation evidence has been conducted by the developers themselves (which 
is also true of MST and FFT, although to a lesser extent now that more recent independent 
studies have been conducted) and, as Velleman (2009) points out, there is considerable 
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evidence that more positive research findings are produced from evaluations conducted by 
the initial developers of an intervention.  Nevertheless, key outcomes include: 
x Reduced substance misuse on the part of both parents and children 
x Fewer conduct problems at school 
x Improved child management and education skills in the parents 
x Improved self-management skills in parents and children 
x Improved family relations. 
(Velleman, 2009) 
 
The first (independent) UK RCT is currently being conducted by researchers from the 
universities of Cardiff, Swansea and Oxford Brookes (University of Cardiff, undated)  
 
Social Pedagogy 
Social pedagogy is a set of principles rather than a programme as such and, whilst very well 
established in Europe, has only recently been piloted in the UK.  As an approach most 
commonly used in residential settings it is thus relevant to the provision of residential 
respite care. 
 
The essence of social pedagogy, as described by Hämäläinen (2003) is: 
 
 ‘ QƚŽƉƌŽŵŽƚĞƉĞŽƉůĞ ?ƐƐŽĐŝĂůĨƵŶĐƚŝŽŶŝŶŐ ?ŝŶĐůƵƐŝŽŶ ?ƉĂƌƚŝĐŝƉĂƚŝŽŶ ?ƐŽĐŝĂůŝĚĞŶƚŝƚǇĂŶĚ
social competence as members of society. Its particular terms of reference apply to 
the problems people have in integration and life management in different phases of 
ƚŚĞůŝĨĞƐƉĂŶ ? ? ?Ɖ ? ? ?ĐŝƚĞĚŝŶĞƌƌŝĚŐĞĞƚĂů ? ? ? ? ? ? 
 
As the term suggests, practitioners are theoretically trained to at least degree level, but 
they are also taught practical, organisational and communication skills. Petrie et al (2006) 
summarise the key principles of pedagogic practice as follows: 
 ? /ƚďƵŝůĚƐŽŶĂŶƵŶĚĞƌƐƚĂŶĚŝŶŐŽĨĐŚŝůĚƌĞŶ ?ƐƌŝŐŚƚƐ ?ĨŽĐƵƐƐŝŶŐ on the child as a whole 
 ƉĞƌƐŽŶ ?ĂŶĚƐƵƉƉŽƌƚŝŶŐƚŚĞĐŚŝůĚ ?ƐŽǀĞƌĂůůĚĞǀĞůŽƉŵĞŶƚ 
 ? Relationships are at the core of the approach. Practitioners see themselves as in 
 relationships with the child or young person and their training prepares them to 
 share in ŵĂŶǇĂƐƉĞĐƚƐŽĨĐŚŝůĚƌĞŶ ?ƐĚĂŝůǇůŝǀĞƐ 
 ? There is an emphasis on team work and on valuing the contributions of others, 
 such as families, community and other professionals  
 ? Pedagogues are encouraged to constantly reflect on their work and to bring both 
 theoretical understandings and self-knowledge to the process.  
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Though the international evidence for social pedagogy is strong (Boddy et al, 2009), 
evaluation evidence of the initial piloting of social pedagogy in the UK has documented, 
amongst many other implementation difficulties, the skills gap in particular between the 
pedagogues brought in to disseminate practice and the existing residential staff (Berridge 
et al, 2011), highlighting the disparity in professional qualifications between UK residential 
workers and those in other countries.  In summary, Berridge et al question whether social 
pedagogy is a valuable way forward in residential care settings, which currently occupy a 
more marginalised position of last resort in the UK compared to those in Europe.  However, 
Bowyer and Wilkinson (2013) found that interest in social pedagogy had been stimulated 
by the pilot and its evaluation, and that it is being adopted or further developed in a number 
of areas (see Bowyer and Wilkinson, 2013). 
 
Where next for family and adolescent support? 
The development of family and adolescent support programmes over the past two decades 
or so has, therefore, seen a myriad of approaches and interventions being developed and 
introduced to address the multiple needs of troubled and vulnerable parents and their 
children. Most of these programmes have a common goal, the aim to help families stay 
together by addressing their difficulties as a family unit, whether these involve emotional, 
behavioural, social or practical difficulties  W a holistic family approach.  In the recent 
economic climate, the potential for family distress and breakdown has heightened and, as 
discussed earlier, the number of families coming into contact with social care has risen 
sharply (see Children and Young People Now, 2015).  As the need for preventative support 
increases, so too will the search for access to a range of options to meet increasing and 
diverse needs.  As Ward et al note: 
 
 ‘..where parents are facing complex, multi-layered problems, an integrated package 
of support may be required, tailored to meet the needs of each member of the family ? 
(Ward et al, 2014). 
 
A key theme in the latest government initiative for adolescents on the edge of care is to 
help services become more integrated and flexible in order to provide a more diverse menu 
ŽĨŝŶƚĞƌǀĞŶƚŝŽŶƐƚŚĂƚĐŽƵůĚďĞďĞƚƚĞƌĂĚĂƉƚĞĚƚŽƐƵŝƚǇŽƵŶŐƉĞŽƉůĞƐ ?ŶĞĞĚƐ as well as those 
of their families.  Several such approaches have been introduced under the CSCIP funding 
stream (see Annex 5.).  An ĞǆĂŵƉůĞ ŝƐ ĐƚŝŽŶ ĨŽƌ ŚŝůĚƌĞŶ ?Ɛ ŝŶŶŽǀĂƚŝǀĞ ^ƚĞƉ ŚĂŶŐĞ
Programme, which represents the first UK programme to bring together three separate 
evidenced based interventions; Multi Systemic Therapy (MST), Functional Family Therapy 
(FFT) and Treatment Foster Care (TFCO) within one overall programme.  Step Change 
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operates across three London Boroughs to provide adolescents and families with access to 
the most appropriate intervention from the three on offer, whether that is intensive 
support within the family home or time limited entry to specialist foster care. Importantly, 
the programme provides a dedicated worker (step change advisor) to support the 
adolescent and family through the programme. 
 
The development of a more diverse and needs led menu of options under the current 
initiative  ‘would include a more fluid use of care to provide respite while the intensive work 
ǁŝƚŚĨĂŵŝůŝĞƐĂŶĚǇŽƵŶŐƉĞŽƉůĞŝƐƵŶĚĞƌƚĂŬĞŶ ? (DfE, 2014 a) p11). 
 
As the above overview of policy and therapeutic developments indicates, there are 
challenges to this objective when the consequences of decisions about funding streams and 
the pre-requisites of particular interventions are both taken into consideration.  
Interventions are vulnerable to the ebb and flow of funding and the requirements of some 
ŝŶƚĞƌǀĞŶƚŝŽŶƐ ?ƉĂƌƚŝĐƵůĂƌůǇƚŚŽƐĞĚĞƐĐƌŝďĞĚĂƐ ‘ŝŶƚĞŶƐŝǀĞ ? ?ŵŝŐŚƚƌƵůĞŽƵƚƚŚĞŝƌƵƐĞǁŝƚŚŽƚŚĞƌ
potential offers on the menu such as respite. 
 
One question to be drawn from this, therefore, is whether an intensive intervention could 
be designed that would be compatible with respite care.  If not, then either respite care 
ƐŚŽƵůĚďĞĐŽŶƐŝĚĞƌĞĚĂƐƵŶƐƵŝƚĂďůĞĨŽƌƚŚŽƐĞŽŶƚŚĞĞĚŐĞŽĨĐĂƌĞ ?ŽƌƚŚĞƚĞƌŵ ‘ĞĚŐĞŽĨĐĂƌĞ ?
perhaps becomes unhelpful to describe the group of young people and their families that 
respite is able to help.   
 
Two further questions are also raised.  One concerns the standard of evidence required 
before interventions are rolled out and, related to this, are the potential  W and the unknown 
- effects of any interplay between interventions when they are used in conjunction with one 
another or indeed the cumulative effect (on recipients and also on evaluation outcomes)  if 
used sequentially. It is beyond the brief of this scoping exercise to examine the complex 
relationship between evidence and practice, but it is nonetheless the case that the more 
prescribed and tightly controlled the intervention, the more possible it becomes to evaluate 
it by means of an RCT, which is the standard of evidence that is increasingly looked for. It 
may be, therefore, that the desire for more flexibility and interaction of treatments raises 
very real challenges for a determination of what works, for whom and in what 
circumstances. 
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The next chapter looks specifically at out of home support using short term or respite 
approaches that combine with family interventions to provide a holistic package of edge of 
care support. 
 
Summary Points 
x /Ŷ ƌĞĐĞŶƚ ǇĞĂƌƐ ? ŐŽǀĞƌŶŵĞŶƚ ƉŽůŝĐǇ ŚĂƐ ƐƵƉƉŽƌƚĞĚ ŝŶƚĞƌǀĞŶƚŝŽŶƐ ƵƐŝŶŐ Ă  ‘ƚŽƵŐŚ ůŽǀĞ ?
approach to target families deemed to have particularly complex and anti-social 
difficulties.  
x Evidence of the effectiveness of these programmes is often patchy and of varying 
quality.  The clearest message to emerge from evaluations is the importance of a 
dedicated, well qualified, key worker who works closely, and in partnership with, the 
family for as long as is necessary, providing continuity and therapeutic, as well as 
practical, support. 
x Alongside these policy driven initiatives, there has also been a growing use of imported, 
manualised therapeutic interventions that can be, and have been, more rigorously 
evaluated. There is scope for greater use of independent evaluations.  
x So far, only one of the therapeutic interventions mentioned here, MST, has been subject 
to a UK based RCT.  Findings demonstrate significant reductions in aggressive adolescent 
behaviour and improved family functioning.  UK based RCTs have been commissioned 
for FFT and SFP 10-14, but are yet to report. 
x Social Pedagogy is a child-centred approach, which also emphasises the importance of 
social functioning and participation. It is commonly used in residential settings in 
Europe, but has only recently been piloted in the UK. An evaluation, which documented 
significant implementation difficulties, has highlighted the status of residential care in 
ƚŚĞh<ĂƐƚŚĞƉůĂĐĞŽĨ ‘ůĂƐƚƌĞƐŽƌƚ ?ƌĂƚŚĞƌƚŚĂŶƉĂƌƚŽĨ ĂĐŽŶƚŝŶƵƵŵŽĨĐĂƌĞ ?ĂƐŝƚŝƐŵŽƌĞ
commonly treated on the continent. 
x The latest government initiative for adolescents and their families aims to develop 
greater flexibility of service provision so that interventions can be customised from a 
menu of options to suit particular needs. 
x There is a need, however, to understand more about the interplay between the more 
intensive, manualised, therapeutic interventions.  Arguably, by their nature, they might 
ƉƌŽǀĞƚŽďĞůĞƐƐĐŽŵƉĂƚŝďůĞǁŝƚŚƚŚŝƐ ‘ƉŝĐŬĂŶĚŵŝǆ ?ĂƉƉƌŽĂĐŚ ?ĂŶĚŝƚŝƐƉĞƌŚĂƉƐƚŚĞůĞƐƐ
intensive interventions, therefore, such as SFP 10-14 that might prove more conducive 
to being used in conjunction with the offer of respite care. 
x A landscape of more customised, multi-packaged interventions raises very real 
challenges for teasing out and understanding their effects. 
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x FurthermoƌĞ ? ĂƐ tĂƌĚ Ğƚ Ăů ĐĂƵƚŝŽŶ P   ‘many intensive programmes are still relatively 
new. They may well prove to be effective but many have not yet been adequately 
ǀĂůŝĚĂƚĞĚŝŶƚŚĞh<ĂŶĚĂƌĞŶŽƚĂǀĂŝůĂďůĞŝŶĂůůĂƌĞĂƐŽĨƚŚĞĐŽƵŶƚƌǇ ? (Ward et al, 2014). 
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 ? ?<ĞĞƉŝŶŐĨĂŵŝůŝĞƐƚŽŐĞƚŚĞƌ ? 
dŚĞƵƐĞŽĨƐŚŽƌƚ ?ƚĞƌŵĐĂƌĞ ? 
 
 
The previous chapters have outlined the challenges facing both the care system and family 
support services in meeting the diverse and complex needs of adolescents and families in 
distress and difficulty (see also Annex 1).  They have also considered some of the ways in 
which services and interventions can impact on positive outcomes.  This chapter considers 
the evidence and prospects for an approach that brings these often separate pathways 
together to establish a common ground; the use of short stays in care within a programme 
of wraparound family intervention.  
 
Respite and Integrated Family Support 
Evidence of poor outcomes for adolescent entrants to care and the failure of care to effect 
a positive change within the family environment for some who return home through 
reunification or when ageing out of care, signposts a need for combining direct work with 
young people with targeted work with their families before, during and after care.  This will 
require greater integration of care placement and family support services.  
 
There is a range of available evidence on the development, use and effectiveness of family 
and adolescent support services, as discussed in the preceding chapters.  In comparison, 
however, evidence on the use of short term care placements is somewhat limited.  That 
which exists tends to focus on children and young people with disabilities; young people 
who are homeless; and less formal options such as drawing upon the support of extended 
family and friends to provide a break away from home.  
 
The origins of short term care, though most often associated with the Children Act 1989, 
ĂĐƚƵĂůůǇĚĂƚĞďĂĐŬƚŽƚŚĞƉŽƐƚǁĂƌĐŚŝůĚƌĞŶ ?ƐĚĞƉĂƌƚŵĞŶƚƐŽĨƚŚĞůĂƚĞ ? ? ? ? ?Ɛ ?ǁŚĞƌĞƐŚŽƌƚ
term foster or residential placements were arranged on a voluntary basis for families under 
ƐƚƌĞƐƐĚƵĞƚŽĚŝƐĂďŝůŝƚŝĞƐ ?ĂƐƉĂƌƚŽĨƐŽĐŝĂůǁŽƌŬŝŶƚĞƌǀĞŶƚŝŽŶŽƌĨŽƌ ‘bringing temporary relief 
from the drudgery of living in permanent poverty ? ?ƐĞĞůdgate and Bradley, 1999). Although 
the 1989 Act, and it regulations and guidance, acknowledged the potential of respite or 
short term out of home placements to widen the range of support for all children in need 
 ‘a wide variety of services including short-term out-of-home placements, may need to be 
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ĞŵƉůŽǇĞĚ ŝŶ ŽƌĚĞƌ ƚŽ ƐƵƐƚĂŝŶ ĨĂŵŝůŝĞƐ ƚŚƌŽƵŐŚ ƉĂƌƚŝĐƵůĂƌůǇ ĚŝĨĨŝĐƵůƚ ƉĞƌŝŽĚƐ ? (DoH, 1990), 
evidence of putting this into practice appears limited.  
 
Such planned short term placement options (known variously as time out, shared care, 
short term care, short breaks and respite care)5 have, therefore, until relatively recently, 
been less apparent within the policy and research literature on preventative support for 
non-disabled young people at risk of family breakdown.  Nevertheless, as this chapter 
shows, evidence of their use with other groups of young people, nationally and 
internationally, suggest that they could provide an innovative and creative approach to 
providing planned relief from the difficulties that lead to family breakdown, whilst 
facilitating work with adolescents and their parents in the home environment. In doing so, 
as our practice examples demonstrate, such integrated respite and family support models 
might offer potential for diffusing crises, dissipating difficulties and enabling young people 
to remain, where safe to do so, with their families (Dixon and Biehal, 2007; Webb, 1990).   
 
This chapter considers the range of current options, for which evidence is available, for 
offering short term / respite care. Examples include family and friends care, voluntary 
carers, mainstream and specialist foster carers and residential options. 
 
 
1. Informal and Family Based Respite  
 
Informal and Formal Kinship Support 
An area we know little about, despite its prevalence, is the impact that informal care by 
family members can have on preventing family breakdown and young people entering care.  
In most families, whether there are significant difficulties or not, having the opportunity to 
spend time apart when children go off to a grandparent, aunt or uncle for a weekend or 
during school holidays, can provide a welcome breathing space within family life for parents 
and children. For some, this might prove essential during times of difficulty, illness or acute 
family stress.  Research on young people who are in care or homeless, shows that many 
vulnerable adolescents have spent periods of time staying with other family members. In 
some cases this might mean sofa surfing, until circumstance break down and services 
become involved.   
 
                                                             
5 We have tended to use the term respite to refer to the range of short term options but use other terms 
accordingly to reflect the range of programmes and models. 
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In addition, research shows that informal family support is also used for longer term care 
with around 165,000 children being brought up by relatives on an informal basis (Selwyn et 
al, 2013).  
 
A further 9,000 or so children and young people, meanwhile, are living with extended family 
members on a formal basis under kinship foster care arrangements. Research evidence on 
the use of kinship care tends to be mixed.  Studies have shown that outcomes for children 
looked after in kinship arrangements tend to be better on a number of levels (behaviour 
problems, wellbeing, placement stability etc. ) than young people looked after by foster 
carers or in residential care (Ward et al., 2014).  Evidence also shows that kinship carers are 
often poorly supported by services and receive less resources and access to specialist 
support to help them to care for young relatives when parents are unable to do so. Research 
by Selwyn and colleagues (2013) showed that kinship carers can suffer significant hardship 
as a consequence, and yet despite this, many local authorities do not have a consistent 
approach to family and friends care.  For example,  MacMillan et al (2009) found that kinship 
carers had less access to caseworker and post placement support than unrelated foster 
carers, and received less financial support and lower or discretionary payments (Selwyn et 
al, 2013).    
 
Our evidence scope found some examples of approaches to increase support for informal 
and formal kin carers, as a means of preventing breakdown of arrangements and entry to 
care. One model being used in Ireland is provided by a charitable organisation that works 
with young people, families and communities: 
 
 ‘/ŶƌĞůĂƚŝŽŶƚŽĂŐĞŶĞƌĂůƉŽƉƵůĂƚŝŽŶŽĨŽůĚĞƌǇŽƵŶŐƉĞŽƉůĞŽŶƚŚĞĞĚŐĞŽĨĐĂƌĞ ?xtern 
(all-Ireland wide) provide a range of early intervention and support programmes for 
young people to help reduce the risk of kinship placement breakdown and include 
short residentials for young people at risk of abuse or harm6  (Berni Kelly, Senior 
Lecturer, YƵĞĞŶ ?ƐhŶŝǀĞƌƐŝƚǇĞůĨĂƐƚ ?ŝŶƚĞƌǀŝĞǁ March 2015). 
 
Another example of support for kinship carers was found in one local authority that already 
offered a range of preventative support, including short breaks.  The local authority has 
secured DfE CSCIP funding to enhance their service and extend the amount of support 
available to preventing adolescents coming into and remaining in care. This included 
acknowledging and building upon the role of extended family. The manager explained:  
                                                             
6 See  http://www.extern.org/ 
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 ‘DŽƐƚyoung people who end up coming into the care system in adolescence have 
usually bounced around the family a bit beforehand. So what we are going to bring 
into the model is a fostering social worker who will work to support family members, 
where a child is not with their primary ĨĂŵŝůǇ ?tĞ ?ƌĞŐŽŝŶŐƚŽƉƵƚŝŶĂĨŽƐƚĞƌŝŶŐƐŽĐŝĂů
worker to work with that family as though they were foster carers on the basis of if 
the support was provided to the adults caring for the adolescent is that 
a significant factor in maŬŝŶŐĂĚŝĨĨĞƌĞŶĐĞ ?^ŽǁĞ ?ůůĚŽƚŚĂƚ ?ŚĂǀĞƐŽĐŝĂůǁŽƌŬĞ Ɛ ŝŶ
there who will do the doing not the referring, moving away from a referral culture, the 
ĂĚƵůƚŵĞŶƚĂůŚĞĂůƚŚǁŽƌŬĞƌǁŝůůŐŽĂŶĚĚŽƚŚĞǁŽƌŬǁŝƚŚŵƵŵ ?ŝĨŶĞĞĚĞĚ ? 
(LA ANON 2, Interview, March 2015).  
 
In addition to informal support from family members, there was evidence of projects 
offering respite with voluntary carers or hosts. One example of non-statutory arrangements 
for providing respite to families struggling and at risk of escalating difficulties, was a model 
of unrelated family based respite that sits outside of formal foster care.  Safe Families for 
Children (SFFC) began in Chicago 10 years ago and was recently introduced in the north east 
of England with start-up funding from the Vardy Foundation.  SFFC has since received 
further support through CSCIP, to develop the model further and expand provision across 
the UK. 
 
 
 
Practice Example  ? Safe Families for Children7 
 
Safe Families for Children (SFfC) is a volunteer organisation that gives support to families 
in crisis, including short breaks with host families and befriending. The model 
originates in Chicago, where it began in 2003 and is now operating in 65 cities across 
the USA. SFfC is a faith based organisation built on the ethos of compassion and 
hospitality. The organisation began in the North East in 2012 and is currently 
expanding across England (as part of the Innovation Programme), together with 
developing services in Wales and Scotland. 
 
Volunteer hosts and befrienders are recruited from the church community, but all 
applicants who share the ethos of the organisation are welcomed. There is a rigorous 
                                                             
7 See https://www.safefamiliesforchildren.com/ for more information. 
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recruitment and training process, after which applications are presented to a panel 
within the organisation, to assess their suitability to work as a volunteer and/or to 
provide host services. Once a volunteer is approved the organisation will try to find out 
what situation they are comfortable with and will match volunteers with the families. 
 
The aim of the organisation is to work with families in crisis/families that are isolated, 
in order to reduce the number of children entering care. The organisation works with 
families who have at least one child under 10. Referrals are made from identified local 
authority social care departments. 
 
The services offered are predominantly befriending for the parents and children 
and/or hosting and short-breaks. On referral the organisation will look to see what 
other formal and informal support and services are available to the family, e.g. the 
extended family or friends. If the family has no alternative support SFfC can offer 
practical and emotional support, daytime activities for the children and/or the hosting 
service as appropriate. The short-breaks service may be offered as a one-off night up 
to a maximum of 28 days. Children may not be known to statutory services or may be 
CIN or subject to child protection plans. Goals are set in partnership with the family 
and the volunteer(s). 
 
An example of a hosting situation:  ‘A recent hosting we did, involved children aged 10, 
12 and 14. A single mum who had to go into hospital for an operation. So they were 
hosted by a family for 2 nights in order to give the mum a chance to recover and then 
the volunteers actually helped the mum in terms of preparing meals and went in to 
ease things after the operation. ? 
 
 ‘/ĨǇŽƵĚŝĚŶ ?ƚĞǆŝƐƚǁŚĂƚǁŽƵůĚŚĂǀĞďĞĞŶƚŚĞŽƉƚŝŽŶĨŽƌƚŚŝƐĨĂŵŝůǇ ?dŚĂƚŝƐƐŽŵĞƚŚŝŶŐ
ǁĞĂůǁĂǇƐůŽŽŬĂƚ ?tĞůŽŽŬĂƚǁŚĂƚŽƚŚĞƌƐƵƉƉŽƌƚƚŚĞĨĂŵŝůǇŚĂƐ ?tĞůŽŽŬĂƚǁhat 
ǁŽƵůĚďĞƚŚĞĂůƚĞƌŶĂƚŝǀĞŝĨǁĞĐŽƵůĚŶ ?ƚŚĞůƉ ?tŚĞƌĞƚŚĞƌĞŝƐŽƚŚĞƌƐƵƉƉŽƌƚ ?ŝŶƚĞƌŵƐŽĨ
maybe extended family, anyone else that can help, we would always encourage the 
family to look to that first. So we actually know there is a real need. We look at families 
that are isolated. Some families have no family support at all and no extended 
friendship network or anything like, so that is an ideal family for us to support. ? 
 
 ‘Anything that will reduce the isolation, reduce the pressure on the family, we will look 
at. ?  
        [Family Support Manager] 
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Currently the organisation is working with Dartington Social Research Unit to monitor 
and review the organisation, including referral processes and cost savings for the local 
authorities using the services of SFfC.  
 
The main benefits of the services were identified as:  
x An alternative to care for isolated families 
x Services are provided by volunteer families rather than statutory authorities so 
families may be more willing to take up hosting and befriending 
x It provides vital respite and support to a parent who is only just coping. 
Challenges were identified as: 
x Occasions where families disengage from the organisation 
x Managing volunteer expectations around what it is possible to offer. 
 
 ‘Hard to measure the results but would hope we are saving the families from crisis. 
Sometimes we are offering a service there is no other substitute for. ? [Family Support 
Manager] 
 
Source: Telephone interview with Family Support Manager plus review of website 
and secondary sources. 
 
 
 
 
Other forms of respite and short breaks provision identified during the evidence scope 
included models that were targeted at specific groups of young people. 
 
 
2. Respite for Young People Who Are Homeless  
 
Young people who are homeless and young people on the edge of care are in many 
instances one and the same, however, they may have different entitlements to access 
targeted schemes. A number of examples of therapeutic respite to emerge from the 
literature search included those provided in the USA by services for young homeless people, 
where there is a well-established form of provision, across many states, typically known as 
placement shelters. The following two examples, include models that involve access to 
family support and mediation. 
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Youth and Family Alternatives Inc. (Florida) 
 
Shelter Services are provided as part of the Florida Network of Youth & Family 
Services, Inc. and include: 24-hour availability, youth supervision, food and clothing, 
life skills education, crisis counselling, individual and family counselling, recreation 
and leisure activities, and case management services. 
 
The eligibility criteria for the service is   
 ‘zŽƵƚŚĂŐĞ ? ?ƚŚƌŽƵŐŚ ? ?ǁŚŽ ? ?need short-term respite or crisis placement due to 
ĨĂŵŝůǇĐŽŶĨůŝĐƚ ?ĂŵŽŶŐƐƚŽƚŚĞƌƌĞĂƐŽŶƐ ? ? 
 
The primary goal of the program is to empower families and youth to address these 
behaviours and provide a safe transition back into the home or alternative placement.  
 
Source: http://www.yfainc.org/services/runaway-homeless-youth-crisis-shelters 
 
 
 
A similar approach required family members to participate in at least one family mediation 
session per week to establish plans for resolving difficulties. 
 
 
 
Haven Youth and Family Services (Illinois) 
 
Haven collaborates with two local group homes to offer adolescents emergency 
housing. The temporary shelters accept boys aged 12-17 and girls aged 12-18. In 
situations where emergency housing for a young person is deemed appropriate, 
permission of a guardian is necessary to proceed. A housing agreement requires 
families to attend a minimum of one family session per week with a Haven counsellor. 
The majority of youth are housed in a shelter to provide temporary respite. This 
establishes a  ‘cooling off ? period, which allows family members to regroup and engage 
in productive family communication, under the direction of Haven counsellors. 
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 ‘As a police department, we rely on Haven to provide emergency housing for our 
youth. This service is important to our community since it helps to deescalate the 
ĐƌŝƐŝƐƚŚĂƚƚĂŬĞƐƉůĂĐĞďĞƚǁĞĞŶƉĂƌĞŶƚƐĂŶĚƚĞĞŶƐ ?DŽƐƚŝŵƉŽƌƚĂŶƚůǇ ?,ĂǀĞŶ ?ƐƐŚŽƌƚ
term placement of teens prevents them from needing to be placed in the larger DCFS 
[care] system. Our police department has benefited from their program for years and 
we look forward to working with them for many more in the future. ? 
 
Source: http://havenforyouth.org/pages/emergencyHousing.html 
 
 
 
We found a small number of UK examples where therapeutically supported respite had 
been offered to adolescents (necessarily aged 16+) who presented as homeless (e.g. 
Quarriers in Scotland, and previously St Basils, Birmingham  W see below).  This route, which 
originally worked on the basis that homeless young people could be accommodated 
temporarily on a voluntary basis, is likely to have changed in light of the Southwark 
Judgement8, which clarified the law on homeless young people aged 16 and 17, who should 
now be formally accommodated as looked after children.  
 
Two UK examples of support for young people aged 16 to 18 at risk of or experiencing 
homelessness, came to light during our e-survey. 
 
 
 
Practice example: Barnardos Youth Homeless Service, Swansea. A restorative 
practice model to prevent family breakdown; including a supported lodgings service 
for 16-18 year olds, family mediation, home support and a social worker specialising 
in practice with 16 to 18 year olds. The Youth Homeless Service social worker will sign 
post young people to in-house and external services such as: supported 
accommodation, home support work with families to meet their needs, drug agencies, 
Careers Wales, Barnardos mediation service, DWP, Trehafod Child & Family Clinic, 
Info-Nation advice Centre for 11-25 year olds and GPs. 
Source: e-survey. 
 
                                                             
8  See 
https://england.shelter.org.uk/__data/assets/pdf_file/0005/231269/G_v_Southwark_briefing_revised_Nov
_11.pdf 
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Practice example: Org Anon 1  ? a national Not for Profit Organisation providing 
emergency and support services for 16 to 23 year olds in two towns in the North 
West of England. 
 
 ‘In the [Town A Scheme] we have an emergency bed which is used by our mediation 
service. In [Town B] we have an emergency bed used by the local authority and EDT. 
(Emergency Duty Team) These are both based within our 24hr staffed supported 
accommodation projects. ?  ‘Usually the services are for 16 and 17 year olds, but 
sometimes a little older. The young people are almost always section 17  W homeless 
ĂŶĚǀƵůŶĞƌĂďůĞ ?dŚĞĞŵĞƌŐĞŶĐǇďĞĚŝŶ ?dŽǁŶ ?ĂĐĐŽŵŵŽĚĂƚĞƐƐĞĐƚŝŽŶ ? ? ?ƐĂŶĚ ? ? ?Ɛ
primarily, but will also take young people on a full care order. ? 
 
Org Anon 1 also has a Nightstop service in [Town A] and a number of longer stay 
housing options with floating support. The duration of the breaks is from one night (in 
the Emergency beds and Nightstop) to longer more settled accommodation, if the 
young person cannot return home (generally up to a year). 
 
Org Anon 1 provides a mediation service funded through the local authority and DAT 
[Drugs and Alcohol Team] for young people struggling at home.  ‘We can give a couple 
of weeks respite in the Emergency Bed at our 24hr staffed Project in [Town A] whilst 
mediation work is being done. Usually young people will then return home. However, 
if relations have broken down, we can assess them and bring them into the [Scheme] 
where there are various levels of supported accommodation and supported lodgings 
available. ? 
 
 ‘We do not have the funding for therapeutic approaches. Our work is mainly about 
housing related support, however, alongside this is a lot of emotional support for the 
young person and help to move them on to the most suitable accommodation; 
whether this is back home or to their own independent accommodation. ? /ƚ ǁĂƐ
reported that young people often do return home from the emergency beds.  
 Source: e-survey. 
 
 
Despite the limited evidence of developments of therapeutic respite for homeless young 
people in the UK, we found a clear recognition of the need for such provision. For example, 
ƚŽŽĨĨĞƌ ‘ƚŝŵĞŽƵƚ ?ŽƌďƌĞĂƚŚŝŶŐƐƉĂĐĞƐĂůŽŶŐƐŝĚĞƐƵƉƉŽƌƚƚŽƚŚĞǁŝĚĞƌĨĂŵŝůǇ:   
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 ‘tĞŚĞĂrd from those working with young people in supported accommodation about 
ƚŚĞŝŵƉŽƌƚĂŶĐĞŽĨƌĞƐƉŝƚĞ ?ĂĐĐŽƌĚŝŶŐƚŽƚŚĞǇŽƵŶŐƉĞŽƉůĞƚŚĞŵƐĞůǀĞƐ ?ĂďƌĞĂŬĨƌŽŵ
the situation for both them and their parents could have stopped the escalation of 
emotions getting completely out of hand and prevented [them] from getting into the 
ǀŝĐŝŽƵƐĐǇĐůĞŽĨŚŽŵĞůĞƐƐŶĞƐƐ ? (Scottish Parliament, Equal Opportunities Commission 
2012). 
 
 ‘'ƌĞĂƚĞƌ/ŶǀĞƐƚŵĞŶƚƐŚŽƵůĚďĞŵĂĚĞŝŶƚŝŵĞŽƵƚƉƌŽũĞĐƚƐƚŽĂůůŽǁƐŽŵĞƐƉĂĐĞĨŽƌǇŽƵŶŐ
people and theŝƌ ƉĂƌĞŶƚƐ ƚŽ ƌĞďƵŝůĚ ƌĞůĂƚŝŽŶƐŚŝƉƐ ďĞĨŽƌĞ ŝƚ ŐĞƚƐ ƚŽ ĐƌŝƐŝƐ ƉŽŝŶƚ ? 
(Homeless Link Policy Team, 2014). 
 
Research carried out by Debs Quilgars and colleagues on homeless youth in the UK also 
identified a need for the further development of this approach, particularly where provided 
in conjunction with family intervention work: 
 
 ‘One of the clearest messages arising from the research was a call for the development 
ŽĨ  ‘ƌĞƐƉŝƚĞ ? ĂƌƌĂŶŐĞŵĞŶƚƐ ? ǁŚĞƌĞďǇ ǇŽƵŶŐ ƉĞŽƉůĞ ĐŽƵůĚ ŵŽǀĞ ƚŽ ƐĂĨĞ ? ŚŝŐŚ ƋƵĂůŝƚǇ
accommodation ĨŽƌĂƐŚŽƌƚƉĞƌŝŽĚŽĨƚŝŵĞƚŽŐŝǀĞƚŚĞŵĂŶĚƚŚĞŝƌĨĂŵŝůŝĞƐĂ ‘ďƌĞĂƚŚĞƌ ? ?
and provide a supportive environment for all parties to rebuild their emotional 
resilience and renegotiate relationships. Such respite arrangements could be highly 
cost-effective if, for example, a two week stay could remove the need for a young 
person to leave home in an unplanned way and become homeless ?(Quilgars et al, 
2011). 
 
Quilgars et al. reported that the idea of therapeutic respite was raised unprompted in two 
of their case studies, as well as by a number of the national key players. They also found a 
rare example of such a service having been developed in Birmingham. This service was 
followed up during this evidence scope, however, we learned, from our own interview with 
the prevention services manager that the service no longer operates. ^ĞĞ^ƚĂƐŝů ?ƐďĞůŽǁ ? 
 
 
 
 
 
 
^ƚĂƐŝů ?ƐdŝŵĞKƵƚWƌŽũĞĐƚ 
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Prior to the implementation of the Southwark Judgement 2010 (see below), homeless 
services for 16 and 17 year olds had a two week window before a formal homeless 
application had to be made. ^ƚĂƐŝů ?ƐŚĂĚďĞĞŶƌƵŶŶŝŶŐĂŵĞĚŝĂƚŝŽŶƐĞƌǀŝĐĞĨŽƌƐŽŵĞ
time and they combined this with the offer of up to two weeks in a supported housing 
scheme, during which time they carried out intensive mediation work with the family 
and the young person.  There was no legal or statutory underpinning to the provision 
of accommodation to the young person.  Arrangements were informal and based on 
the consent of the young person and their parents. The scheme was funded by a 
homelessness grant, and monitoring procedures recorded that 78% of young people 
utilising the provision returned to the parental home.   
 
The Southwark Judgement imposed a legal obligation on councils to provide 
accommodation and to prioritise services under Section  ? ? ŽĨ ƚŚĞ ŚŝůĚƌĞŶ ?Ɛ Đƚ
before considering a homeless application under Part 7 of the Housing Act 1996. The 
statutory basis for accommodating a young person thus had to be formalised 
immediately.  This introduced additional costs and administrative duties, which 
proved prohibitive for St Basils, affecting the ability to continue the service. In 2011, 
following restructuring across the authority as a whole, the service was replaced by a 
more restricted Crash Pad scheme, which was itself then replaced, from September 
2013, by a Supported Lodgings arrangement,.   
 
dŚĞ WƌĞǀĞŶƚŝŽŶ ^ĞƌǀŝĐĞƐ DĂŶĂŐĞƌ Ăƚ ^ƚ ĂƐŝů ?Ɛ ĞǆƉƌĞƐƐĞĚ ƌĞŐƌĞƚ ƚŚĂƚ ƚŚĞ ŵŽƌĞ
formalised regulatory framework, albeit one that offers greater protection and access 
to statutory support to homeless young people, had meant that the Time Out model 
was no longer viable within the local authority. 
 
Source: Telephone discussion with prevention services manager and review of 
websites. 
 
 
 
 
3. Short Breaks for Children and Young People with Disabilities 
 
In the UK, the use of  ƌĞƐƉŝƚĞŽƌ  ‘short breaks ?   has a firmer footing within services for 
children and young people with disabilities. This model of short breaks has been widely 
developed across UK local authorities and Northern Ireland Trusts and there is consensus 
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that it is an effective, well established provision (Dowling et al., 2012).  Short breaks away 
from home  is essentially provided to give the parents (or carers) a break, and does not 
normally provide them with any therapeutic family support work  W the presumption being 
that the family is functioning well except for the stress of coping with the practicalities of 
ƚŚĞĐŚŝůĚ ?ƐĚŝƐĂďŝůŝƚǇ ?^ĞƌǀŝĐĞƐĂǀĂŝůĂďůĞƚŽƚŚĞǇŽƵŶŐƉĞŽƉůĞǁŚŝůĞƚŚĞǇĂƌĞďĞŝŶŐůŽŽŬĞĚ
after are typically organised around activities that may contain a therapeutic element, but 
this is generally targeted at the improvement or management of the disability for the 
duration of the out-of-home stay.  
  
The short break can be provided in foster care and residential unit settings. Children and 
young people with disabilities accessing such services in England are classed as V3 or V4 in 
the government statistics to underline the fact that they do not become looked after 
children and, as a result, the provision conforms to certain requirements (e.g. a pre-planned 
12 month programme of breaks, which do not exceed a maximum number of days per visit 
or a maximum number of days in total during the year). We found a number of examples of 
the use of this type of short term care for children and young people with physical 
disabilities and, some that also included young people with learning difficulties (See Annex 
4.). 
 
 
 
 Slough Home from Home Scheme 
A programme operating in Slough Borough Council provides a short break scheme 
with respite foster carers for children and adolescents aged 0-17 years who have 
 ‘disabilities and/or learning difficulties and who are, in the main, not Looked After 
ŚŝůĚƌĞŶ ?. The Home from Home scheme offers family based care for children 
currently living at home with parents or family members and can offer respite in a 
host family setting from a few hours per week to weekly overnight stays. Source: 
Correspondence with Selena Makepeace, Family Placement Service, Slough Borough 
Council. 
 
 
 
The extent to which these short break models provide much needed services for disabled 
young people and their families is demonstrated by the following example which reported 
a lack of capacity to meet demand.  
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^ƚ,ĞůĞŶ ?ƐŽƵŶĐŝů 
 
St ,ĞůĞŶ ?Ɛ ŽƵŶĐŝl offers a short breaks service, the House Fostering Service, which 
provides short breaks provision. It includes 13 foster carer families and a residential 
respite facility for up to four young people with disabilities.  The council report that 
both services are well utilised and that the residential unit reached 95% occupancy in 
2013  W 14.  The council note insufficient capacity to cope with peak time demands 
(weekends etc.) and that an increasing number of young people with learning 
disabilities are accessing the service, suggesting the need for a broader range of 
provision to meet short break needs of this group, as well as those with physical 
disabilities.    
Source: ^ƚ,ĞůĞŶ ?ƐŽƵŶĐŝů ?ĚŽĐƵŵĞŶƚƌĞǀŝĞǁDĂƌĐŚ ? ? ? ? ? 
 
 
 
A similar model of short breaks for young people with disabilities is Shared Care.  The main 
difference appears to be the voluntary nature of the carer relationship with the child and 
family.  This model is becoming increasingly evident within UK services for children with 
disabilities and their families.  Volunteer carers receive training and support to provide short 
breaks within their homes as well as an allowance to enable access to a range of activities.  
Evidence suggests that local authorities providing short break support have identified 
considerable need.  
 
Although short breaks  provision for young people with disabilities is mostly focused on 
offering a break and could be considered to  reduce the likelihood of family breakdown, 
some r provision for young people with disabilities has a more explicit remit to prevent entry 
to full time care.   One respondent to the e-survey described their approach to supporting 
disabled young people with complex needs by using short breaks within a residential unit, 
alongside family based support.  
 
 
 
 
 
Thameside Metropolitan Borough Council  
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The residential unit provides short break care for young people aged 11-18 years, 
who have complex needs arising from disability. Young people using the services 
generally access respite for one night per week on average and do so as part of an 
agreed package of support, under either Section 17 or 20 of the Children Act.  The 
service is integrated with health (speech and occupational therapists, complex 
needs, learning disabilities nursing) and education. In addition to the provision of 
short breaks, home based interventions, including a behaviour therapist, take 
place with the young ƉĞƌƐŽŶ ?Ɛ family. 
  
The Service Head outlined some of the benefits of the respite and family support 
provision:  ‘Enhanced respite provides a breathing space for parents to recommit to 
the young person. Support is provided on return home to enable the young person 
to continue to live within the family for as long as possible. For those young people 
going through transition it supports families and them into independent living. 
Provides a stable environment for assessment purposes related to long term 
planning for the young person. ? 
 
The challenges of the service were the  ‘risk of increasing dependence on services ? 
and the young person being unable to return home and therefore needing a full 
time care placement. 
 
Source: E-survey provided by the Head of Integrated Services for Children with 
additional Needs.  See Annex 4 for detailed practice example. 
 
 
 
 
Research carried out by Berni Kelly on young people with disabilities, highlights some of the 
factors that contribute to the effectiveness of short breaks provision for young people with 
disabilities and identifies possible learning points for the expansion of the model to young 
people without disabilities; 
 
 ‘^ŚŽƌƚ ďƌĞĂŬƐ ƐŚŽƵůĚďĞŶĞĨŝƚ ƚŚĞ ǇŽƵŶŐƉĞƌƐŽŶ ĂƐ ǁĞůů ĂƐ ŽĨĨĞƌŝŶŐĂďƌĞĂŬ ĨŽƌ ƚŚĞŝƌ
parent/carer. The timing and nature of the short break is important for the family. 
Consistency of family carers or the residential staff has also been highlighted. In 
addition, support with the management of challenging behaviour or complex needs is 
valued. I expect all of these themes from research on short breaks for disabled children 
would be relevant to the development of a short break model of care for adolescents 
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ŽŶ ƚŚĞ ĞĚŐĞ ŽĨ ĐĂƌĞ ? (Berni Kelly, Senior Lecturer, YƵĞĞŶ ?Ɛ hŶŝǀĞƌƐŝƚǇ ĞůĨĂƐƚ ?
interview March 2015).  
 
Kelly and colleagues (Dowling et al., 2012) further note the need for more capacity within 
this type of provision to meet demand for disabled young people.  They point to existing 
research that outlines the key benefits of short breaks for young people with disabilities 
and their family, which include: parents having a greater sense of control and feeling 
refreshed after having time to recoup their energy; reduced carer distress and depression; 
improved family functioning; an increased sense of 'normal' family life; and an opportunity 
to focus on other family members (Nankervis et al., 2011; Damani, et al., 2004). 
 
Importantly, research in this area concludes that;   
 
 ‘KŶĞ ŽĨ ƚŚĞ Ŭey contributions of short breaks is that they may enable parents to 
continue caring for their son or daughter at home rather than seeking an out-of-home 
placement. Further investment in short break provision to extend the service available 
for families in need and, in particular, those on the [section]  ? ?  ‘ĞĚŐĞŽĨĐĂƌĞ ?ŵĂǇ
prove both cost effective in the longer term as well as supporting the life chances of 
disabled children and young people at this critical stage in their development (see 
McConkey et al, 2004 in Dowling et al, 2012)  
 
Whilst the overall aim of short breaks  for young people with disabilities (i.e. to prevent 
family breakdown by providing a breathing space) is ultimately shared with such provision 
for non-disabled young people there are clear differences in broader objectives.  For 
example, short break care for young people with disabilities is less likely to focus on young 
people and parental behaviour management unless it forms part of the disability, and is 
unlikely to work with families around parenting capabilities and family functioning. Short 
breaks ĨŽƌǇŽƵŶŐƉĞŽƉůĞǁŝƚŚĚŝƐĂďŝůŝƚŝĞƐŵŝŐŚƚĂůƐŽĨŽƌŵĂůŽŶŐƚĞƌŵĨĞĂƚƵƌĞŽĨƚŚĞĐŚŝůĚ ?Ɛ
life, offering support throughout childhood rather than a time limited intervention to carry 
out distinct work with the family, as is the case with edge of care short breaks. The literature 
also suggests that effective short breaks enables and empowers parents to  ‘ƚĂŬĞƚŚĞůĞĂĚŝŶ
defining both the duration and mode of delivery in respite services they need ? ?ůĚŐĂƚĞĂŶĚ
Bradley, 1999). Whilst short breaks care has the potential to empower and work in 
partnership with young people and families,  that used for the edge of care group is less 
likely to offer the level of flexibility in delivering the short breaks provision.  It might also be 
the case that edge of care short breaks  is more goals orientated as the level of risk to the 
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child and thereby risk of removal from the family home is likely to be greater than that for 
young people accessing short breaks related to their disabilities alone.   
 
Nonetheless, the research evidence on the effectiveness of short breaks provision for young 
people with disabilities carries some important messages for developing the model for 
other groups of young people (see Aldgate and Bradley, 1999; Dowling et al, 2012).  
Important features include:  
x consistency of carer for building a strong, trusted and supportive relationship and 
offering stability 
x short breaks of one or two nights work better than all-week breaks 
x age-appropriate activities and matching helps increase engagement with short breaks 
services 
x embedding short breaks  within packages of support that include other services to 
maximise effectiveness 
x ensuring short breaks provision is planned and reviewed to avoid slippage;  recognition 
of individual needs in planning the package of support 
x providing a local service to ensure the child can continue to attend school and other 
regular appointments and activities during the short break stay.  
 
A key benefit that also transfers across the different recipient groups, and was echoed 
throughout the literature, was that time apart offers benefits for the child receiving the 
short breaks service who might gain from experiencing a positive care environment, as well 
as for the parent/carer and wider family as parents can focus on their own needs and those 
of other children or family members whilst their child is benefiting from care in a safe and 
supported environment.  That said, the literature also cautions that steps need to be taken 
to minimise the negative impact of short breaks.  Aldgate and Bradley draw attention to 
studies that have highlighted  ‘poor respite care arrangements and practice ?, and stress the 
need for: 
x assessment and supervision of respite (short break) homes, whether foster or 
residential settings  
x recognising the importance of managing the potential consequences of separation 
(however short term) on young people 
x being aware of the potential for drawing families into a culture of dependence.  
  
The need for good preparation, matching, planning and review was highlighted as a means 
of mitigating against this (see Aldgate and Bradley, 1999, p2-3). 
4. Respite for Young People In and On the Edge of Care 
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The use of respite models, either in foster or residential care, for non-disabled young people 
at risk of family breakdown is more firmly established in other countries than in the UK.  
Research carried out by Janet Boddy and colleagues on preventative support for young 
people and families across four European countries, for example, found that both respite 
models and therapeutic interventions played a less prominent role in the English care 
system when compared to Denmark, France and Germany (Boddy et al, 2009). 
 
Further examples of preventative respite models intĞƌŶĂƚŝŽŶĂůůǇ ŝŶĐůƵĚĞ  ‘^ŚĂƌĞĚ ĐĂƌĞ ?
schemes in the USA and the contact family service in Sweden, which provide alternative 
approaches to care by offering family support alongside respite provision (Andersson, 
2003).  Such examples have mainly been used to support families with younger children.  
 
In Israel, a model of specialist short term foster placement was used to provide a time 
limited opportunity to carry out a full assessment of children in crisis to assess whether they 
can remain at home or may need to be received into care. This short term option provided 
placements at the point that difficulties had escalated to the point where it was felt 
necessary to remove the child to provide an opportunity for full assessment and treatment 
and though time-limited involved entering the foster placement full time during the 
assessment period. 
 
 
 
The service is for children from birth to the age of 8 who are removed from home 
by emergency court decrees when they are in immediate risk of harm or coming into 
care. 
 
 ‘The purposes of those families are first to protect the child and provide his/her needs; 
to diagnose the physical, developmental and emotional status; to diagnose the 
parent-child dyad. The result of those diagnose is a written report that will enable the 
committee which decides where to place the child to take an informed decision. A 
return back home is one possible result of this process with a therapeutic support to 
the child and the family during the child's stay at home. It could also be decided to 
place the child in public care if that's the picture that emerges from the process of 
diagnose. The question is Q ?whether at all and under which conditions the child could 
go back home.   The child's stay in the respite care family is about three monƚŚƐ Q ?ƚŽ
usually about six months.  
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Another situation that could happen is that a child is in a regular foster care family 
placement and there is a crisis and he will be placed for a short time period in such a 
respite care family in order to dig out what is the best solution for him/her. 
 
The diagnosis is made by paediatrics, developmental doctors (if needed), 
psychologists (specializing in young ages) and sometimes psychiatrics. Sometimes the 
intervention and diagnosis demands the intervention of a psychotherapist, it depends 
on the diagnosis needed. 
 
In addition, the foster social worker is responsible on the diagnosis of the relationships 
between the child and the parents and the parents' ability to benefit from the dyadic 
treatment provided, all along the period the child stays in the respite care family. 
  
The foster parents that belong to the respite care family are not also doing regular 
foster care. Children are coming in and out and it wouldn't be appropriate to mix long 
term foster care children with those [respite] children. The regular foster care family 
should provide the children with permanency and belonging, and therefore those are 
separated kinds of families. 
  
To conclude the above, this special form of foster care is designed to enable the 
understanding of the situation (functioning) of the child and the ability of the parents 
to benefit from treatment that can lead to a change in their functioning and, if they 
do improve, the child goes back to them. 
  
We do not have exact percentages to report but, estimates that about 30% of the 
children go back home after staying in such a treatment. ? 
 
Source: Correspondence with Dr Shalhevet Attar Swartz and Shalva Leibovitz (See 
Annex 3). 
 
 
 
 
 
Respite Foster Care  
Until recently there was relatively little UK research and policy evidence on the use of 
respite provision for non-disabled adolescents. One of the earliest UK studies focused on 
younger children being placed in respite foster care (Aldgate and Bradley 1999).   
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The review of evidence for the current study found a number of examples where respite 
foster care was used to provide short breaks for young people on the edge of care as well 
as those already in care.   For example, respite foster care was used when existing foster or 
residential carers were unable to care for the child temporarily (during illness or holidays 
for example) or when a breathing space was needed to prevent care placement breakdown. 
This model has also been extended to young people as a step down approach from care to 
ŚŽŵĞ ?Ğ ?Ő ?ĂƐƉĂƌƚŽĨƌĞƵŶŝĨŝĐĂƚŝŽŶƐƵƉƉŽƌƚ ? ?ǁŚĞƌĞƚŚĞǇŽƵŶŐƉĞƌƐŽŶ ?ƐĐĂƌĞƉůĂŶŝŶĐůƵĚĞƐ
gradually reducing the number of days per week spent in care towards full time return 
home.  
Lancashire Intervention for Families Team (LIFT) - Foster Carers Mentoring Families: 
x Aims to facilitate a mentoring scheme whereby foster carers work with birth 
families when children come into care for a short period and where rehabilitation 
home is the plan. 
x All foster carers are already approved. Foster carers who volunteer receive training 
 W Level 2 Solihull training (see link 
http://www.lancashirechildrenstrust.org.uk/resources/?siteid=6274&pageid=45365 
 
Models also encompassed whole family respite support. 
 
The Save the Family charity9 was set up to provide whole family respite 
accommodation and family support.  It reports success, in case studies and feedback, 
in diverting children away from care over many years but its residential offer is 
currently being squeezed out by the diversion of funds to the Troubled Families 
Programme (CSJ, 2014).  
 
 
Respite support schemes are also available specifically for adopters, to provide supported 
short breaks to young people who are adopted to address their particular needs and to 
directly or indirectly relieve family stress and reduce the chance of adoption breakdown. 
For example the DfE funded therapeutic short breaks for adopted adolescents delivered by 
the charity After Adoption (See afteradoption.org.uk) and also The Open Nest, which also 
                                                             
9 See http://www.savethefamily.org.uk/aboutus/ 
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offers short breaks for adopted children and their families, (see 
http://theopennest.co.uk/support-services) 
 
 
The existing evidence base suggests that the most common example of edge of care respite 
support in the UK is Support Care. Support Care, which utilises foster care, has been 
operating, since the early 1990s, and estimates suggest that, with the backing of The 
Fostering Network, around fifty models were in operation by 2011. The model is 
characterised by offering preventative short breaks from home, tailor made to suit the 
needs of the child and family.  Existing research on this model, by Brown and colleagues 
(2005), has helped to promote its benefits and uses (as outlined below). 
 
Support care has also been examined in terms of its costs benefits. One study carried out 
by the team at Loughborough University estimated that the annual cost of support care for 
a single child was just over £10,000, compared with an annual LAC cost of over £45,000, 
making it less than a quarter the cost of becoming looked after (Holmes et al 2010).  
 
 
 
Support Foster Care 
 
In April 2004, the Fostering Network was awarded a government grant to promote 
the development of support care in England. Research based on this initiative found 
positive results and produced recommendations on why and how support foster care 
should be developed.  ‘Support care sits at the interface of fostering services and 
family support services, offering a preventative intervention that avoids families 
becoming ƐĞƉĂƌĂƚĞĚ ? ? 
 
The provision offers planned, time-limited, short breaks away from home in 
conjunction with family support focused on promoting change and resolution of 
stresses. 
 
 ‘ZĞƐŽƵƌĐĞƐŽĨĨĞƌĞĚĂƌĞĨůĞǆŝďůĞĂŶĚƚĂŝůŽƌ-made to suit family circumstances, providing 
day, evening, and overnight or weekend breaks that meet the needs of individual 
families. The flexibility of schemes allows the service to be responsive to families' 
ŶĞĞĚƐĂŶĚƉƌŽǀŝĚĞƉƌĂĐƚŝĐĂůŝŶƚĞƌǀĞŶƚŝŽŶǁŚĞŶŝƚŝƐŶĞĞĚĞĚŵŽƐƚ ? ?
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The authors note that  ‘&ŽƐƚĞƌŝŶŐĚĞƉĂƌƚŵĞŶƚƐĐŽŶƐƚĂŶƚůǇƐƚƌƵŐŐůĞƚŽƌĞĐƌƵŝƚƐƵĨĨŝĐŝĞŶƚ
full-time foster carers and they rarely have the capacity, within existing mainstream 
carers, to offer planned short breaks to children and families in need. Support care 
offers the option to foster part-time and is attracting both a new population of carers 
and carers who no longer wish to foster full-ƚŝŵĞ ? ? 
 
Source: The Fostering Network https://www.fostering.net 
 
 
 
The authors concluded that 85% of completed support care placements surveyed were 
judged to have met the aims of the placement in full or in part.  Key factors associated with 
success included: 
x having, at strategic and operational level, a clear commissioning strategy; well-defined 
strategic aims, financial commitment and pro-active senior management support.  
x effective communication between fostering, social work, family support teams and 
support carers.   
dŚĞĂƵƚŚŽƌ ?ƐĂůƐŽŚŝŐŚůŝŐŚƚĞĚƚŚĞ ŝŵƉŽƌƚĂŶĐĞŽĨǁƌĂƉĂƌound family support, recognising 
 ‘ƚŚĂƚƐƵƉƉŽƌƚĐĂƌĞŝƐŶŽƚĂƐƚĂŶĚ-alone short-break service, but an integral part of planned 
family support work. ? They stress the need to work in partnership with families to empower 
them to retain parental control and choice and importantly to provide opportunities for 
regular consultation with young people and their families to enable the service to meet the 
needs of the young person and their family. (Greenfield and Stathum, 2004; Brown, Fry and 
Howard, 2005).     
 
An increasing number of schemes around the country offer a series of respite foster 
placements over a period of several months for young people considered at risk of family 
breakdown. One of the earliest examples of a short breaks service can be found in 
Stockport.   
 
 
 
 
 
 
 
 
 
Practice example. Stockport Metropolitan Borough Council Short Breaks  
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^ƚŽĐŬƉŽƌƚ ?Ɛ^ŚŽƌƚƌĞĂŬƐProject is a well-established, integrated service offering edge 
of care short breaks with foster carers, as well as respite services for children with 
ĚŝƐĂďŝůŝƚŝĞƐ ?  ‘tĞ ǁŽƌŬǁŝƚŚ ĐŚŝůĚƌĞŶĂŶĚ ĨĂŵŝůŝĞƐ ĞŝƚŚĞƌǁŚĞƌĞ ƚŚĞƌĞ ŝƐĂŶĞĞĚ ĨŽƌĂ
 ‘ďƌĞĂƚŚŝŶŐƐƉĂĐĞ ?ĚƵƌŝŶŐĂĚŝĨĨŝĐƵůƚƚŝŵĞƚŽƉƌĞǀĞŶƚďƌĞĂŬĚŽǁŶĂŶĚƚŚĞŶĞĞĚƚŽ> ?
Also to provide support to enable parents to engage in services to address issues which 
ĐŽƵůĚĐĂƵƐĞĨĂŵŝůǇďƌĞĂŬĚŽǁŶĂŶĚƚŚĞĐŚŝůĚďĞĐŽŵŝŶŐ>ŝĨŶŽƚĂĚĚƌĞƐƐĞĚ ? ? 
 
The manager described the origins of the service;  
The original short breaks service was an in-house service set up in 2001 and, as such, 
possibly one of the earliest in England. The original referral criteria was children 
without disabilities, aged 0  W17 years with an allocated social worker. In August 2005 
the Short Breaks service remit was expanded to include work with children with 
disabilities by bringing in-house the respite service previously provided by a voluntary 
organisation. 
The Short Breaks Project predominantly works with children under Section.17 but will 
also support Section.20 placements when living with family members on a care order. 
The procedure for setting up short breaks placements is as follows: 
 Referral from social worker (following a comprehensive assessment to check suitability 
for Section. 17 placement) 
 sŝƐŝƚƚŽƚŚĞĨĂŵŝůǇŝŶŶĞĞĚ ?ŝŶĐůƵĚŝŶŐ P “Ensure they are ok with us sharing information 
ǁŝƚŚĐĂƌĞƌĂŶĚƵŶĚĞƌƐƚĂŶĚƚŚĂƚǁĞǁŽƌŬĂƐĂƚĞĂŵ ? 
 Risk assessment 
 Matching up carer with the child, ensuring the carers are equipped to meet the needs 
ŽĨ ƚŚĞ ĐŚŝůĚ P  “ŽŶƐŝĚĞƌĂƚŝŽŶ ŝƐ ŐŝǀĞŶ ƚŽ ĨĂŵŝůǇ ?Ɛ ŶĞĞĚƐ ĂŶĚ ĐĂƌĞƌƐ ? ƐŬŝůůƐ ƐĞƚƐ ?
personalities and areas ŽĨŝŶƚĞƌĞƐƚĂŶĚĂǀĂŝůĂďŝůŝƚǇ ? 
 /ŶƚƌŽĚƵĐƚŽƌǇǀŝƐŝƚƐƚŽĐĂƌĞƌ ?ƐŚŽŵĞfor child and parents 
 Placement agreement meeting  
 /ŶĚŝǀŝĚƵĂůƐĂĨĞƌĐĂƌŝŶŐƉůĂŶƚŽĞŶƐƵƌĞƚŚĂƚƚŚĞĐŚŝůĚ ?ƐƐƉĞĐŝĨŝĐŶĞĞĚƐĂƌĞďĞŝŶŐŵĞƚ 
 Assessment of training and support needs of the carers P  “The training and support 
needs of the carer are given consideration and plans made on how these are met. For 
example, if a child with complex medical needs is placed and has mobility issues we 
would need to look at whether we need to arrange bespoke training around moving 
and handing and administering some medications. The carer supporting a teenager 
may need more support and advice on how to engage the young person and work to 
improve their awareness of risk and how to promote their confidence, self-esteem and 
ĂďŝůŝƚǇƚŽŵĂŬĞĚĞĐŝƐŝŽŶƐƚŽŬĞĞƉƚŚĞŵƐĂĨĞĂŶĚĚĞǀĞůŽƉƉŽƐŝƚŝǀĞƉůĂŶƐĨŽƌƚŚĞĨƵƚƵƌĞ ? ?
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The Short Breaks WƌŽũĞĐƚDĂŶĂŐĞƌĐŽŵŵĞŶƚƐŽŶƚŚĞĐŚĂƌĂĐƚĞƌŝƐƚŝĐƐŽĨƌĞĨĞƌƌĂůƐ P ‘KůĚĞƌ
ĐŚŝůĚƌĞŶĂŶĚƚĞĞŶĂŐĞƌƐĂƌĞŽĨƚĞŶƌĞĨĞƌƌĞĚĚƵĞƚŽƚŚĞŝƌƉĂƌĞŶƚ ?ƐŝŶĂďŝůŝƚǇ to meet their 
needs and/or manage their behaviour.  There may be a history of [Domestic Violence], 
Child Protection issues, substance misuse, mental or physical health issues, poverty, 
relationship breakdown and changes in the family, loss and separation, CSE, poor 
ƉĂƌĞŶƚŝŶŐĞƚĐ ? ? 
 
The Short Breaks placement aims and objectives involve a range of tasks to work 
towards supporting the child and the parents. The frequency of the breaks is usually 
 ‘ŽĐĐĂƐŝŽŶĂů ?ŽǀĞƌŶŝŐŚƚƐ ?ŝ ?Ğ ?ƚǁŽ per month but, where there is a need, breaks can be 
ĂƐŽĨƚĞŶĂƐǁĞĞŬůǇ ? “We aim to move children through so that we have a transient 
population.  Whilst we try to increase support when families need it we also try to 
decrease the level of support when things are improving. We work to end placements 
ǁŚĞŶĨĂŵŝůŝĞƐ ?ƐŝƚƵĂƚŝŽŶƐŚĂǀĞŝŵƉƌŽǀĞĚŝŶŽƌĚĞƌƚŽĨƌĞĞƵƉƚŚĞƉůĂĐĞŵĞŶƚĨŽƌĐŚŝůĚƌĞŶ
in greater need.  We therefore work to review placements on a regular basis and 
ƌĞŵĂŝŶĐůĞĂƌŽĨŽƵƌĂŝŵƐĂŶĚŽďũĞĐƚŝǀĞƐǁŝƚŚĞĂĐŚĐĂƐĞ ? ? 
 
The role of the carer includes developing relationships with the child and family, 
ďƵŝůĚŝŶŐ ƐƵƉƉŽƌƚ ? ŵŽŶŝƚŽƌŝŶŐ ƉƌŽŐƌĞƐƐ ŽŶ ƚŚĞ ĐŚŝůĚ ?ƐĚĞǀĞůŽƉŵĞŶƚ ĂŶĚ ĂďŝůŝƚŝĞƐ ƚŽ
ƐŽĐŝĂůŝƐĞĂŶĚĨĞĞĚŝŶŐďĂĐŬ P  ‘dŚĞĐĂƌĞƌ ŝƐĂƵƐĞĨƵůƐŽƵƌĐĞŽĨ ŝŶĨŽƌŵĂƚŝŽŶ ?ŶŽƚŽŶůǇŽŶ
how the child is doing, but they can also feedback on how the parent presented and 
engaged with them, which is often useful in the monitoring of cases where there are 
Ă ǀĞƌǇ ŚŝŐŚ ůĞǀĞů ŽĨ ĐŽŶĐĞƌŶƐ ? ? It is noted that carers may be perceived as less 
threatening to parents than social services staff:  “dŚĞĐĂƌĞƌ ?ƐƌŽůĞǁŝůůďĞƚŽĚĞǀĞůŽƉĂ
working relationship with the parents and work sensitively to provide them with help 
and support to develop their skills and awareness. Sometimes parents will not listen 
to professionals involveĚďƵƚǁŝůůďĞŵŽƌĞŽƉĞŶĂŶĚƚĂŬĞĂĚǀŝĐĞĨƌŽŵƚŚĞĐĂƌĞƌ ? ?'ŝǀĞŶ
the importance of the relationship between the family and the carer(s), the Short 
ƌĞĂŬ ŽŽƌĚŝŶĂƚŽƌƐ  “ŶĞĞĚ ƚŽ ďĞ ŵŝŶĚĨƵů ŽĨ ƚŚŝƐ ĂŶĚ ĞŶƐƵƌĞ ƚŚĂƚ ĐĂƌĞƌƐ ƌĞƚĂŝŶ
 ‘ƉƌŽĨĞƐƐŝŽŶĂůĚŝƐƚĂŶĐĞ ? ?ĂĚŚĞƌĞƚŽ ďŽƵŶĚĂƌŝĞƐĂŶĚŚĂǀĞĐůĂƌŝƚǇŽĨƌŽůĞ ? ?
 
The amount of time carers commit to the Short Breaks WƌŽũĞĐƚǀĂƌŝĞƐ P “^ŽŵĞĐĂƌĞƌƐĚŽ
other full time or part time work outside of the home and only provide limited support 
to short breaks  W i.e. 2 or 3 weekends a month and may only be linked with one child 
or sibling group.  Others carers work full time for the project and will be linked with 
several children who may be worked with on a one to one basis or in groups depending 
on the outcome of the risk assessment and the carers experience, wishes and abilities. ?
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Note - children under 8 tend to have day provision with a registered child-minder or 
foster carer. 
 
The Short Breaks project has included services for children with disabilities since 2005. 
Funding has been acquired from Aiming High to develop The Home from Home service, 
specialist foster services for children with complex needs; carers are employed on an 
intensive basis and their homes may need to be fully adapted. 
 
Numbers and outcomes: As of  ? ? ? ? ? ? ? ?  ‘ ? ? ĐŚŝůĚƌĞŶ ĐƵƌƌĞŶƚůǇ ŝŶ ^ŚŽƌƚ ƌĞĂŬƐ
placements (of these there are approximately a third of children in each of the three 
age groups  W under-5 years, aged between 5 and 11, ĂŶĚŽǀĞƌ ? ?ǇĞĂƌƐŽĨĂŐĞ ? ? ?KĨƚŚĞ
70 placements that ended in the financial year 2013/14, twelve of the children who 
had received placement had a LAC status. This included five children who had begun 
the placement as a looked after child, i.e. only seven went on to be looked after having 
received Short Breaks services. 
 
Source: E-survey response, Short Breaks Manager (March 2015) including 
supporting information.  
 
 
 
 
Evidence from a recent costs benefits analysis of the Stockport model, separately 
undertaken by IMPOWER, showed that the model was delivering positive results in the 
years prior to our case study data above. The costs evaluation studied edge of care cases 
(i.e. excluding the disabilities services).    It found that between April 2011 and March 2014, 
189 interventions had been completed, of which only 20% (35) had since entered care full 
time by 2014.  The research also reported that the scheme had worked with 15 adolescents 
who were already LAC and of these, 27% had been supported to return home by the time 
of reporting in 2014.   
 
The cost benefit methodology applied involved the following approaches and limitations, 
as reported by IMPOWER: 
 
stage approach caveat 
Calculate costs 
of providing 
support care  
 ?/ĚĞŶƚŝĨǇĂŐŐƌĞŐĂƚĞǇĞĂƌůǇĐŽƐƚƐĨŽƌƚŚĞ
service, including management and 
corporate overheads, referral, review and 
closure processes and services that would 
Overheads have not been forensically 
calculated  W manager estimates used  
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not be commissioned if the child or young 
person was accommodated  
 ?ŝǀŝĚĞďǇŶƵŵďĞƌŽĨƐĞƌǀŝĐĞ users per year 
to establish unit cost 
 ?/ĚĞŶƚŝĨŝĐĂƚŝŽŶŽĨǁƌĂƉĂƌŽƵŶĚƐĞƌǀŝĐĞƐ
/ costs reliant on managers viewpoints 
 W no data available  
 ?tŚĞƌĞĂŶĂǀĞƌĂŐĞ ?ƚŽƉ-down unit 
cost has ďĞĞŶƵƐĞĚƚŚŝƐĚŽĞƐŶ ?ƚƐŚŽǁ
the wide variation of costs between 
cases 
Determine 
likelihood of 
support care 
users otherwise 
entering / 
remaining in 
care 
 ?/ĚĞŶƚŝĨǇĞǀŝĚĞŶĐĞŽĨƐƚĂƚƵƐĂŶĚĨƵƚƵƌĞ
journey of child before support care 
intervention 
  ?ĞǀĞůŽƉĐŽŶƐĞƌǀĂƚŝǀĞĂƐƐƵŵƉƚŝŽŶƐǁŝƚŚ
service managers as to proportion otherwise 
destined for (continued) care placement 
 
 ?ĞƉĞŶĚĞŶƚŽŶƐĞƌǀŝĐĞŵĂŶĂŐĞƌǀŝĞǁƐ
and estimates as this is counterfactual 
Establish 
effectiveness of 
support care 
intervention  
 ?ZĞǀŝĞǁŽƵƚĐŽŵĞƐĚĂƚĂĨŽƌĐŽŵƉůĞƚĞĚ
support care cases 
 
Calculate cost 
benefit  
 ?ĂůĐƵůĂƚĞŝŵƉĂĐƚďĂƐĞĚŽŶŽƵƚĐŽŵĞƐǀƐ ?
likelihood of requirement of alternative  
 ?ĂůĐƵůĂƚĞďĞŶĞĨŝƚďĂƐĞĚŽŶĐŽƐƚŽĨ
alternative  
 ?^ƵďƚƌĂĐƚ ?ĚŝǀŝĚĞďǇĐŽƐƚĨŽƌŶĞƚďĞŶefit / 
ROI 
 
 
The costs of the Stockport model were estimated as follows: 
 
Total cost to the 
authority of 
delivering support 
care (per year) 
Average unit cost 
of delivering 
support care 
intervention 
Headline prevention rate - % 
of non-LAC cases who would 
have entered care, and 
ĚŝĚŶ ?ƚ 
Total gross saving per 
LAC placement 
avoided (cumulative) 
£277,400 £3,963 47% £205,799 
 
(Source: Thompson and Hammond, March 2015. North West Expanding Foster Care Consortium, Support Care Cost 
Benefit Analysis, IMPOWER.)10 
 
The authors estimated that this equates to return on investment of 348% from support care for 
Stockport Council.   
 
Another successful example of using short breaks in foster care that was found in the south 
of England. The service included in house and independent respite foster placements for 
adolescents, funded from the fostering budget. Again, a key area of work involved focused 
                                                             
10 Permission to include information from Will Hammond, April 2015. For further details contact:  
whammond@impower.co.uk iMPOWER Consulting Ltd enquiries@impower.co.uk     www.impower.co.uk. The authors 
ŶŽƚĞƐŽŵĞŽĨƚŚĞůŝŵŝƚĂƚŝŽŶƐŽĨƚŚĞŝƌƌĞƐĞĂƌĐŚ P ‘It is important to highlight that, due to the availability of data within the 
project timeframes and because savings calculations are based on counterfactual outcomes without randomised control 
ƚƌŝĂůƐ ?ĂŶƵŵďĞƌŽĨĂǀĞƌĂŐĞƐ ?ĂƐƐƵŵƉƚŝŽŶƐĂŶĚĞƐƚŝŵĂƚĞƐŚĂǀĞďĞĞŶĂƉƉůŝĞĚƚŽǁŚŝĐŚƚŚĞŽƵƚĐŽŵĞƐĂƌĞƐĞŶƐŝƚŝǀĞ ? ? 
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work with the family, including a range of specialist interventions provided by a specialist 
team.  This model placed emphasis on an early intervention approach to ensure that 
adolescents and families received the most appropriate type of response to meet their 
needs.  The team aimed to reduce the number of adolescents entering care but also 
increase appropriate entries to care. A review of the service reported positive outcomes for 
the majority with most being appropriately diverted from care.  
 
 
 
Practice example.   LA Anon 4  W Intensive support for adolescents on the edge of 
care, including short-breaks in foster care - Council in the south-west of England 
 
The dedicated team [HYP] has been providing an intensive response to support young 
people on the edge of care to stay at home, or with wider family and friends and in 
their community, since September 2014. [HYP] focuses on early intervention with 
 ‘ŶĞǁ ?ĨĂŵŝůŝĞƐĂŶĚ ?ŽƌƉŝĞĐĞƐŽĨǁŽƌŬwith existing cases held by other teams.  
 
 ‘Aims of the service 
1. The primary aim of [HYP] is to work with young people and their families on a 
consensual, Child in Need basis, to reduce the number of unplanned and emergency 
admissions of adolescents into care.   A further aim of [HYP] is to increase the number 
of appropriate and planned admissions of adolescents into care. Admissions of this 
nature will be planned with a good understanding of needs and a high level of 
ƵŶĚĞƌƐƚĂŶĚŝŶŐŽĨƚŚĞǇŽƵŶŐƉĞƌƐŽŶ ?ƐǀŝĞǁƐǁŚŝĐŚŚĂǀĞďĞĞŶĨƵůůǇŝŶĐŽƌƉŽƌĂƚĞĚŝŶƚŚĞ
planning. All other options will have been assessed and tested (if appropriate) 
including FGC and kinship care.  
 
2. [HYP] works with young people of secondary school age 12-15 for a period of 3-6 
months with the aim of achieving positive and sustainable family and community 
based outcomes. The focus is primarily on young people aged 13-15 displaying 
difficulties that occur in adolescence. Practitioners involve multi-agency partners, 
including Health, Education and the voluntary sector to reduce the pressure on young 
people and their families. The work is highly influenced by the Functional Family 
Therapy (FFT) sessional model and processes. It also uses the same model in terms of 
maximum benefit being achieved within 6 months.  FFT provides a clear evidence base 
for engagement, work and endings including step down within the 6 month period. 
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3. A range of interventions and approaches are to be used, including Signs of Safety, 
Motivational Interviewing, Restorative Justice, Family Mediation, and Functional 
Family Therapy (FFT).  FFT will constitute a third of the work of [HYP]. FFT is a home 
based intervention which supports families to have a greater understanding of their 
situation and helps them to look at ways in which tensions can be reduced.  FFT focuses 
on engaging with adolescents and their families to reduce negative interactions. By 
using the strong emotional forces often present in these families as motivating factors, 
FFT seeks to reduce or eliminate the problematic behaviours and accompanying family 
tension by creating individualised behaviour change interventions [FFT not 
appropriate for all families]. ? (Report to Senior Management Team, January 2015) 
 
Referrals to HYP come from three routes: multi-agency referral unit, social work 
assessment and resource and care panels. Priority is given to working with young 
people who are at risk of being admitted to care and are exhibiting the following risks:  
1. Are in an unplanned or emergency admissions to care, particularly those occurring 
out of hours and those who may have had such admission to care in the recent 
past 
2. DĂǇďĞŝŶƵŶƐƚĂďůĞĂƌƌĂŶŐĞŵĞŶƚƐĞ ?Ő ? ?ƐŽĨĂƐƵƌĨŝŶŐ ? ?ŚŽŵĞůĞƐƐ ? ?ǇƌĂŶĚ ? ?ǇƌŽůĚƐ
are worked with using current joint agency housing/social care protocol via CIN 
and 16+ teams) 
3. Where there is evidence of the following risks:  
x Going missing from home (especially frequently and for prolonged periods and 
whereabouts not known) 
x Chronic and serious non-school attendance 
x Serious anti-social behaviours, offending, self-harming, alcohol and substance 
misuse, risk of child sexual exploitation. 
 
Foster care short breaks are provided for 11  W 16 years olds in-house and 
independently as part of the HYP service, as appropriate. The care plan and package 
of respite is tailored to individual needs. The funding for the short-breaks comes from 
the fostering /agency budget. 
 
The service requested an evaluation, including feedback from service users, staff and 
partner agencies. The Report for Senior Management Team (January 2015) concluded 
the following about the initial referrals:  ‘ ?dŚĞǀĂƐƚŵĂũŽƌŝƚǇŽĨǁŚŝĐŚŚĂǀĞĂĐŚŝĞǀĞĚ
ƉŽƐŝƚŝǀĞŽƵƚĐŽŵĞƐĂŶĚƚŚĞǇŽƵŶŐƉĞŽƉůĞ ?ƐĐŝƌĐƵŵƐƚĂŶĐĞƐŚĂǀĞďĞĞŶƐƚĂďŝůŝƐĞĚĂŶĚƚŚĞ
young people have been successfully and appropriately diverted from care. ? The report 
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discusses referral on and the challenges of the exit strategy:  ‘ ?,zW ? ?ƐŝŶǀŽůǀĞŵĞŶƚǁŝůů
taper off gradually recognising that the ending of relationships can itself present 
challenges to young people and families. [HYP] is also mindful of the need to end 
interventions in a way that maximises the potential for service users to come back to 
[HYP] if they have not been able to sustain the changes. ? 
 
Source: E-survey response by senior manager (March 2015) accompanied by in-house 
report, dated January 2015.  
 
 
 
 
The use of longer term foster care to provide preventative respite support can offer a crucial 
alternative to care for those young people and their families who might benefit from a 
breathing space, time to diffuse an immediate crisis and embark on a programme of work 
to resolve difficulties. As such it might constitute a valuable resource and option for those 
families for whom it is safe to remain together and also for local authorities, that can benefit 
by reducing the numbers coming into care and ensuring that those who do come into care 
are correctly assessed and placed. Whist it represents considerable potential there are also 
challenges.   
 
Whilst respite foster placements can provide a useful and suitable option for some 
adolescents on the edge of care, problems associated with the recruitment of foster carers 
could limit the potential expansion of this type of respite provision. Estimates from The 
Fostering Network suggest a shortfall in the region of 9,000 foster cares in the UK. In 
addition, managing the logistics of arranging short term stays for several young people using 
one foster placement could present obstacles for the local authority and the foster carers. 
This suggests that alongside the benefits of respite foster care, there is both scope and a 
need to expand the range of respite options to include residential options. 
 
Furthermore, foster care is not always preferred by many older adolescents who need to 
come into care. A recent study of multidimensional treatment foster care (MTFC) for 
adolescents found that when asked about previous placements, though 50% of adolescents 
said they preferred foster care, 30% expressed a preference for residential care. The latter 
ŚŝŐŚůŝŐŚƚĞĚƚŚĞŐƌŽƵƉƐĞƚƚŝŶŐĂƐďĞŝŶŐ ůĞƐƐ ŝŶƚŝŵŝĚĂƚŝŶŐ  ‘I cope better in residential, I get 
stressed out living with a stranger ?ĂŶĚƚŚĞĚĞƐŝƌĞƚŽĂǀŽŝĚƌĞƉůŝĐĂƚŝŶŐĂĨĂŵŝůǇŽƌĂƉĂƌĞŶƚ
ĨŝŐƵƌĞ ‘/ĂůƌĞĂĚǇŚĂǀĞĂĨĂŵŝůǇ ?   (Biehal et al 2012). 
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Research also suggests that residential care may provide a more effective base for 
delivering short term therapeutic programmes of support to adolescents at risk of coming 
into care.  Studies indicate that good residential care has the potential to better address the 
more challenging and complex needs of adolescents and is better able to tolerate difficult 
behaviour, than foster care (Biehal, 2008, Cliffe and Berridge, 1991).  This may reflect the 
types of approaches used within residential care.   The recent evaluation of MTFC for 
ĂĚŽůĞƐĐĞŶƚƐ ŝŶ ŶŐůĂŶĚ ? ĨŽƌ ĞǆĂŵƉůĞ ? ƌĞƉŽƌƚĞĚ ƚŚĂƚ  ‘ŽŶ the surface, there was a lot of 
similarity between the support available in MTFC and in residential care, particularly in 
education and behaviour management [programmes}. The greatest contrast was with 
ŽƌĚŝŶĂƌǇ ĨŽƐƚĞƌ ĐĂƌĞ ǁŚĞƌĞ ƚŚĞ ƐƚƌƵĐƚƵƌĞĚ ƉƌŽŐƌĂŵŵĞƐ ŽĨ ƐƵƉƉŽƌƚ ǁĞƌĞ ŶŽƚ ĂǀĂŝůĂďůĞ ?. 
(Biehal et al 2012). 
 
This reflects cross national research carried out by Boddy and colleagues.  They found that  
in France, Denmark and Germany residential care was often the first choice, and 
ĞŵƉŚĂƐŝƐĞĚŝƚƐƉŽƚĞŶƚŝĂůĂƐ ‘an intervention for young people with complex and challenging 
ŶĞĞĚƐƚŚĂƚŶĞĞĚĞĚŐƌĞĂƚĞƌƉƌŽĨĞƐƐŝŽŶĂůĞǆƉĞƌƚŝƐĞƚŚĂŶĐŽƵůĚďĞŽĨĨĞƌĞĚďǇĨŽƐƚĞƌĐĂƌĞ ?. The 
authors report that this approach very much emphasises some of the key differences 
between English and other European care systems, perhaps most strikingly in the uses and 
ethos of residential care. In particular the authors note that the use and effectiveness of 
residential care  ‘ŝŶ ƉĂƌƚ ƌĞĨůĞĐƚƐ ƚŚĞ ƉƌĞƐĞŶĐĞ ŽĨ Ă ƉƌŽĨĞƐƐŝŽŶĂůŝƐĞĚ ƐŽĐŝĂů ƉĞĚĂŐŽŐŝĐ
ƌĞƐŝĚĞŶƚŝĂůĐĂƌĞǁŽƌŬĨŽƌĐĞ ? and rather than being viewed as a last resort, it is seen as  ‘Ă
ƐƉĞĐŝĂůŝƐƚŝŶƚĞƌǀĞŶƚŝŽŶĨŽƌǇŽƵŶŐƉĞŽƉůĞǁŚŽƐĞŶĞĞĚƐĐĂŶŶŽƚďĞŵĞƚŝŶĨĂŵŝůǇƉůĂĐĞŵĞŶƚƐ ?
(Boddy et al, 2009 and 2013).  Their research also suggests that residential units were more 
conducive to the working with family members, and noted that the involvement of birth 
ĨĂŵŝůŝĞƐ ‘was seen as less challenging when children lived in residential settings than if they 
ǁĞƌĞƉůĂĐĞĚŝŶĨŽƐƚĞƌĐĂƌĞ ? ? 
 
Taken together this suggests considerable potential for harnessing the benefits of 
residential care for delivering innovative approaches to working with adolescents on the 
ĞĚŐĞ ŽĨ ĐĂƌĞ ?  /ŶĚĞĞĚ ƌĞƐŝĚĞŶƚŝĂů ŽƉƚŝŽŶƐ ŵŝŐŚƚ ƉƌŽǀĞ ƉĂƌƚŝĐƵůĂƌůǇ ĂƉƉƌŽƉƌŝĂƚĞ ?  ‘since 
adolescents at risk of family breakdown typically have serious emotional and behavioural 
difficulties ? ?ŝĞŚĂů ? ? ? ? ? ? ? ? ? ? ?^ ŝŶĐůĂŝƌ ?'ĂƌŶĞƚƚĂŶĚĞƌƌŝĚŐĞ ? ? ? ? ? ?dƌŝƐĞůŝŽƚŝƐ ?ŽƌůĂŶĚ ?,ŝůů
et al., 1995).   
 
 
5. Residential Respite Care 
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In contrast to Europe, where there is evidence of extensive use of respite or short term 
placement options in foster and residential care  for children at risk of entering the care 
system (DCSF, 2009), the extent to which residential respite care is available for adolescents 
on the edge of care in the UK is difficult to ascertain.  There is no single source of data in 
the UK that provides information on the prevalence of planned residential respite or short 
term preventative provision, either within the independent or local authority sector. During 
the course of this evidence scope, however, we located a number of examples of edge of 
care residential respite models operating or being developed across the UK.  Nevertheless, 
there has been limited policy and research attention to this area, so the current evidence 
base is thin.  We might surmise, perhaps, that in contrast to other European countries this 
is a relatively untapped area in the UK, as suggested by Janet Boddy in discussing her 
European research: 
 
 ‘I was really struck by the lack of residential options compared to the other countries 
in the study  W in all the other countries, the study found a version of emergency 
residential accommodation for children of any age with professionalized therapeutic 
support ?In Europe (e.g. Germany) the emergency accommodation is a specialist 
service  W well advertised, and the staff are specialists in crisis work, which is all they 
do.  The provision is widespread so that, e.g. ŝĨǇŽƵ ?ǀĞŐŽƚĂĨĂŵŝůǇǁŚĞƌĞƚŚĞƉĂƌĞŶƚƐ
might go on weekend benders, the child might be OK in the home during the week, but 
ƚŚĞŶŶĞĞĚƐƐŽŵĞǁŚĞƌĞƚŽŐŽƚŚĂƚ ?ƐůŽĐĂůĂƚƚŚĞǁeekends, and these services are set 
up for this kind of need ? ?:ĂŶĞƚŽĚĚǇ ?University of Sussex  W Interview, April 2015). 
 
 
 
Examples of short term residential care in other countries include: 
 
x The use of weekday only residential provision for children that include an 
opportunity for parents to visit during the week to participate in therapeutic family 
work with their child and return home for the child at weekends (Germany) 
x The use of boarding school provision for children on the edge of care11 and 
x Emergency accommodation with counselling services for young people running 
away (Germany, France and Denmark) perhaps akin to the services available to 
homeless young people described earlier. 
 
                                                             
11 Note - a similar approach is being piloted by Calderdale council as part of their CSCIP funding. Early findings 
will be available from March 2016. 
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The research evidence suggests that such provision can provide a beneficial and useful 
option within an overall framework of support and menu of options (Boddy et al, 2009). An 
important factor within these types of models is the scope for sustaining and building upon 
family relationships by involving parents in direct work, whilst focusing on the needs of the 
young person. Involving respite carers in carrying out direct work with families, as Boddy 
and colleagues have observed, requires specialist skills.  In their European work, they found 
that residential staff in particular, had higher levels of qualifications compared to residential 
workers in England, often educated to degree or masters level in fields such as social 
pedagogy, family therapy or psychology (Boddy et al, 2013). 
 
One of the few English studies to date to look at the use of residential respite care found 
promising results.  
 
 
 
 
 
Integrated Residential Respite Care 
A model of an edge of care service offering residential respite for the adolescent as 
part of a package of support to the whole family was identified and evaluated by Dixon 
and Biehal (2007).   
 
dŚĞƌĞƐĞĂƌĐŚĞǆĂŵŝŶĞĚŽŶĞůŽĐĂůĂƵƚŚŽƌŝƚǇ ?ƐƉƌĞǀĞŶƚĂƚŝǀe approach, which brought 
together three services; social work, the community support team and an in-house 
residential unit to provide an integrated package of support for adolescents who were 
on the cusp of going into care.  The service, based in County Durham, provided a series 
of stays of between one to three nights per weeks over a planned period of time in a 
four bed unit, alongside focused work with the adolescent while staying at the unit 
and also within the family home.  A parallel package of support was undertaken with 
the parent(s).  A range of approaches were undertaken, including positive parenting 
around boundary setting and communication skills, behaviour and risk management 
and positive activities for adolescents. The model, which continues to operate, is 
described in more detail in the following chapter. 
 
The study focused on a sample of 25 adolescents aged 12-16 years, who received this 
preventive service in response to a perceived risk of imminent placement in substitute 
care.  Data was gathered from adolescents, parents and the assigned worker from 
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each of the three key agencies at baseline when adolescents began the programme 
of respite care and at follow-up nine months later. 
 
The key findings from the research include: 
x The prevalence of high level difficulties and needs of the adolescents and their 
families using the service. Most adolescents and parents had multiple and severe 
behavioural and emotional difficulties, often long-term. Domestic violence, 
parent and adolescent substance misuse, truancy and running away featured in 
many cases. 
x The importance of flexibility across the three professional teams in undertaking 
the programme of work with the adolescent and their families. 
x Whilst the immediate crisis that brought the adolescent and family to the service 
was diffused, the more entrenched difficulties remained over time.  For example, 
some difficulties associated with adolescent or parent behaviour or mental health, 
might have reduced but were still apparent at follow-up. The difficulties did 
become less severe and qualitative data showed that many adolescents and 
parents felt that the respite and support service had contributed to this 
improvement. Nevertheless, most remained above the clinical threshold for 
emotional and behavioural difficulties on the Strengths and Difficulties 
Questionnaire (SDQ).  
x What often made the difference, however, was the ability to manage that difficult 
behaviour, demonstrating that improved parenting, communication skills and 
behaviour management skills for both the parent and the adolescent had 
improved coping strategies and relationships, thus avoiding family breakdown. 
x At follow-up, the majority of adolescents had been diverted from care and 
remained at home with their parent(s).  
x Importantly, as many as two thirds had spent time away from home in addition to 
the respite service over the follow-up, e.g. staying with other family members or 
ĞŶƚĞƌŝŶŐĐĂƌĞ ‘ĨƵůůƚŝŵĞ ?ĨŽƌĂƐŚŽƌƚƉĞƌŝŽĚŽĨƚŝŵĞ ? 
x One fifth of the sample (five young people) had subsequently and appropriately 
entered care longer term; this appeared a positive outcome, as all had 
experienced rejection and emotionally abusive parenting over a long period of 
time.    
x Factors that indicated likelihood of success included where families had 
successfully engaged in the programme of support and where parenting style had 
been characterised as weak and inconsistent.  
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An important issue that emerged from the Durham study was the immense value of 
taking a step back from the edge of care, not only to have an opportunity to work 
towards resolving the crisis, but also for services to get to know the adolescent (and 
family) in a more gradual and holistic way so that assessments and approaches can be 
more accurately achieved rather than being based on crisis presentation.   
  
 ‘ŽƵŐůĂƐƉƌĞƐĞŶƚĞĚǁŝƚŚŵƵůƚŝƉůĞĚŝĨĨŝĐƵůƚŝĞƐ ?ŝŶĐůƵĚŝŶŐƚƌƵĂŶĐǇĂŶĚŽĨĨĞŶĚŝŶŐĂƚ
ƌĞĨĞƌƌĂůƚŽƚŚĞƐĞƌǀŝĐĞ ? ?,ŝƐƐŽĐŝĂůǁŽƌŬĞƌďĞůŝĞǀĞĚƚŚĂƚĂƚƚĞŶĚŝŶŐ ‘,ŝůůƚŽƉ ?ŚĂĚ
made a huge difference:  ‘He was very well behaved there. He was very positive 
ĂŶĚƚŚĞƐƚĂĨĨ ƚŚĞƌĞŐĂǀĞŚŝŵƐŽŵĞĞǆĐĞůůĞŶƚƉŽƐŝƚŝǀĞĨĞĞĚďĂĐŬƚŚĂƚŚĞǁĂƐŶ ?ƚ
getting at home. They ĞǀĞŶƌĞŝŶĨŽƌĐĞĚ ?that deep seated belief in himself, that 
he was a really nice young person, intelligent, hardworking and it was a very 
positive experience. Praised him to the hilt and he took it on. ? 
 
Having a cooling off period and time to readjust or at least cut through the anger and 
frustration that accompanies crisis, can prove invaluable to young people and their 
outcomes, whether they remain at home or move into long term care.  
 
Source: Dixon and Biehal, 2007. 
 
 
 
 
 
The integrated respite model 
Over the ten years since this research was carried out, there appears to have been limited 
policy or research attention to this approach. That said, interest is increasing, perhaps 
incentivised by the DfE CSCIP initiative and related funding and the need to consider more 
effective, creative and cost effective approaches, including respite: 
   
 ? ? ?A broader, more effective response to families reaching crisis point would include a 
more fluid use of care to provide respite while the intensive work with families and 
ǇŽƵŶŐƉĞŽƉůĞ ŝƐƵŶĚĞƌƚĂŬĞŶ ?dŚĞƌĞƐŚŽƵůĚďĞĨůĞǆŝďŝůŝƚǇ ĨŽƌǇŽƵŶŐƉĞŽƉůĞƚŽĂĐĐĞƐƐ
residential support in a crisis or as a form of respite ? Ĩ ŚŝůĚƌĞŶ ?Ɛ ^ŽĐŝĂů ĂƌĞ
Innovation Programme Rethinking support for adolescents in or on the edge of care 
(DfE, 2014a). 
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In addition the DfE recently highlighted the current situation where entry to care in some 
cases amounts to unintended respite provision, where many entrants to residential care, 
(and indeed foster care) return home to families within a matter of weeks anyway. The key 
difference being that they do so without the level of child and family intervention that 
planned preventative respite could offer. 
 
 ‘dŚĞ Ĩ ?Ɛ /ŶŶŽǀĂƚŝŽŶ &ƵŶĚ  ?^/W ? ƉƌŽƐƉĞĐƚƵƐ ĂĐŬŶŽǁůĞĚŐĞƐ ƚŚĂƚ ? currently, 
residential care frequently operates as a large, expensive, and often unplanned respite 
service, as one in four adolescent entrants are looked after for less than eight weeks 
and, in the worst instances, young people may return to homes and families that look 
little different from those they left a few weeks before ? (DfE 2014a). 
 
Our review of the policy literature found increasing reference to the value of respite in 
principle for adolescents and families in crisis as shown in the excerpts below.   
 
A report by Homeless Link advocated a single integrated service gateway, jointly delivered 
ĂŶĚ ?Žƌ ĐŽŵŵŝƐƐŝŽŶĞĚ ďǇ ŚŝůĚƌĞŶ ?Ɛ ^ĞƌǀŝĐĞƐ ĂŶĚ ,ŽƵƐŝŶŐ ǁŚŝĐŚ ǁŽƵůĚ ŽĨĨĞƌ ? ŝŶƚĞƌ ĂůŝĂ ?
therapeutically supported short-term accommodation if needed (Young and Homeless, 
,ŽŵĞůĞƐƐ>ŝŶŬ ?Ɛ ? ? ? ? ?. 
 
Respite for adolescents, as part of a wider package of support for families, also received 
attention in a report by Equal Opportunities Commission (Scotland) 2012: 
 
 ‘DĞĚŝĂƚŝŽŶ ? ƌĞƐƉŝƚĞ ĂŶĚ ĞĚƵĐĂƚŝŽŶ ĂƌĞ Ăůů ǀŝƚĂů ĞůĞŵĞŶƚƐ ŽĨ ƉƌĞǀĞntion and we 
recognise the extensive mediation work already being undertaken. We note that, 
whilst the value of respite was recognised by some, we heard much less about it. We 
believe that respite should be integrated into the mediation approach, as an option 
ǁŚĞƌĞŵĞĚŝĂƚŝŽŶĂůŽŶĞŝƐƵŶƐƵĐĐĞƐƐĨƵů ?. 
 
Opportunities for respite to be made available more widely were also advocated by young 
people. Responses from 110 young people, either in care or care leavers, in consultations 
around the UK were reported by OFSTED:  
 
 ‘tĞŚĞĂƌĚƚŚĂƚƌĞƐƉŝƚĞĐĂƌĞ ?ŐŝǀŝŶŐĞǀĞƌǇŽŶĞĂďƌĞĂŬĨƌŽŵĂĚŝĨĨŝĐƵůƚĨĂŵŝůǇƐŝƚƵĂƚŝŽŶ ?
could keep a family together. The child or young person could go to a foster home or 
ĂĐŚŝůĚƌĞŶ ?Ɛ ŚŽŵĞ ĨŽƌĂ ƐŚŽƌƚ ƉĞƌŝŽĚ ?, and  ‘respite would give all the people in the 
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family a break  W ƐŽƚŚĞǇǁŽŶ ?ƚĞǆƉůŽĚĞ ? (OFSTED Children on the Edge of Care (young 
ƉĞŽƉůĞƐ ? views) 2011 (p9)). 
     
The greater use of respite provision within a family support model also finds favour with 
The Association of Directors of Children's Services (ADCS). In a position statement on 
adolescent care, the ADCS recommended that ĂŵŽĚĞůŽĨƐŚĂƌĞĚŽƌ ‘ƉĂƌƚƚŝŵĞ ?ĐĂƌĞǁŚŝĐŚ
 ‘ĚĞĐŽŶƐƚƌƵĐƚƐƚŚĞďŝŶĂƌǇĐĂƌĞƐǇƐƚĞŵ ?should be considered: 
 
 ‘^ŚĂƌĞĚ ĐĂƌĞ ŵĂǇ ŚĞůƉ ƚŽ ĂĚĚƌĞƐƐ ƐŽŵĞ ŽĨ ƚŚĞ ŶĞŐĂƚŝǀĞ impacts associated with  
reunification, particularly repeated reunification attempts. This shared care model 
should be designed to help adults improve their parenting whilst providing an 
appropriate placement for the young person concerned. Shared care modelled on 
Special Educational Needs and Disability provisions, where care is provided within and 
out-with the family, and in a respite context, can allow a young person to maintain a 
level of connectedness to home and family particularly if the responsibility for care is 
ƐŚĂƌĞĚǁŝƚŚĂƐƵƉƉŽƌƚĞĚŬŝŶƐŚŝƉĐĂƌĞƌ ? ? (ADCS, 2013) 
 
Challenges to practice included managing supply and demand, managing capacity and 
vacancies and avoiding empty beds, matching the group and, planning and reviewing 
provision. European research also highlights the need for a well-qualified and trained 
residential workforce to ensure high quality respite support. Importantly, there is a need to 
define what respite is and should look like, who it might best work with and in what 
statutory capacity, and at what stage does respite become something more akin to full time 
care or something else. For example, as Holman et al (1988) in Aldgate and Bradley, 1990) 
argue that after a month or so, short  WteƌŵƌĞƐƉŝƚĞďĞĐŽŵĞƐ ‘ƐŚĂƌĞĚĐĂƌĞ ? ?
 
In the following chapter, we present examples of current models of residential respite care 
in more detail. 
 
Summary Points 
 
x Respite (also known as short term care, shared care, short breaks and time-out) can take 
many forms, including informal arrangements with family and friends or  voluntary 
carers, as well as planned short stays in foster and residential placements for children 
already in care, those moving out of care, adopted children, young people with 
disabilities as well as children and young people considered to be on the edge of care. 
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x Evidence suggests that respite care, including that provided within residential care, is 
ŵŽƌĞ ĨŝƌŵůǇ ĞŵďĞĚĚĞĚ ǁŝƚŚŝŶ ŝŶƚĞƌŶĂƚŝŽŶĂů  ?ƉĂƌƚŝĐƵůĂƌůǇ ƵƌŽƉĞĂŶ ? ĐŚŝůĚƌĞŶ ?Ɛ ƐŽĐŝĂů
care systems. 
x Much of the existing literature on the use of short term care for young people and 
families in the UK relates to young people with disabilities and to the use of short term 
foster care.   
x In terms of the use of short term residential respite for edge of care provision, there 
appears to be little published or systematic evidence on the prevalence of such models 
in the UK and less still on its effectiveness.  However, our own evidence scope has found 
a number of respite models operating across the UK, some of which have come about 
fairly recently and others that have been operating for several years to some extent 
under the research radar. 
x Evidence from the review of existing models suggests that respite offers a variety of 
timely opportunities to support troubled adolescents and their families including:  ‘ƚŝŵĞ
ŽƵƚ ?ƚŽĚŝĨĨƵƐĞƚŚĞŝŵŵĞĚŝĂƚĞĐƌŝƐĞƐŽƌƌĞůŝĞǀĞŚŝŐŚůĞǀĞůƐŽĨĚŝƐƚƌĞƐƐĂŶĚƚĞŶƐŝŽŶ. extend 
the scope to fully assess and understand the difficulties and thereby the needs of young 
people and the means of addressing them without immediate entry to long term care, 
which can exacerbate distress and difficulties; reducing the numbers subsequently 
going into longer term care and increasing the number of those for whom longer term 
care is the most appropriate option.  
x There is emerging evidence from a few small scale evaluations and local authority 
internal monitoring reviews that short term respite options can represent cost savings 
to local authorities by reducing the numbers coming into full time, longer term care. 
x To be most beneficial, however, the current examples suggest that respite should not 
operate in isolation, but as part of a planned programme of family and adolescent 
support to ensure that the safety of the child and support needs of the whole family are 
addressed. 
x Evidence from the use of residential care per se suggests that it might provide a good 
base for undertaking short-term, intensive work both with young people and their 
families, including the use of evidenced based therapeutic approaches and outreach 
work. It is therefore possible that, for those more troubled adolescents, placements in 
residential respite care may be particularly helpful. 
x Given the rising numbers of adolescents in and on the edge of care and the evidence of 
poor outcomes for adolescent entrants to care, there is a need to develop and test such 
methods of working with adolescents at risk of long-term placement. 
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x The use of respite can facilitate a move away from a binary system of being in care or 
out of care in which care is often seen as a last resort, towards a continuum or menu of 
options to meet immediate need with a view to addressing long term outcomes. 
x Given the indications that good residential units are often better at addressing difficult 
behaviour than foster care, residential placements may provide an appropriate option 
ĨŽƌƐŽŵĞ ‘ĚŝĨĨŝĐƵůƚ ?ĂĚŽůĞƐĐĞŶƚƐ, particularly where therapeutic or systemic approaches 
are used to work with young people and their families.  
x The need for good quality preventative support to meet the particular needs of troubled 
adolescents and their families, however, highlights the importance of well trained and 
qualified carers. Research carried out on European preventative services found that 
professionals tended to be qualified to degree level in areas such as family therapy, 
psychology and social pedagogy (see Boddy et al 2013). Providing respite alongside 
family and child support will require a diverse skill set and UK respite carers (whether 
residential or foster cares) will need high quality training and support to deliver effective 
preventative approaches. 
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 ? ?ZĞƐŝĚĞŶƟĂůƌĞƐƉŝƚĞĐĂƌĞŝŶƉƌĂĐƟĐĞ ? 
 
In this chapter we focus on current models of residential respite within a programme of 
family and adolescent support for young people on the edge of care in the UK.  We will refer 
to such models of integrated residential respite care and family support packages as 
integrated residential respite.   
 
This chapter showcases five examples of current models from our primary data collection. 
It is worth noting that a broader range of approaches emerged from our review of the 
literature and from the responses to our e-survey and telephone interviews and these are 
described in Annex 4.  These include a number of models already operating or proposing to 
operate integrated residential respite provision. Interestingly, given the lack of information 
readily available, some of these programmes are well established, having been operating 
for some years, below the radar of general research and policy knowledge.  The chapter 
draws upon these examples (14 currently operating and 1 proposed) to explore the 
development, key components, delivery and perceived benefits and challenges of 
integrated residential respite models, including the rationale, aims and target group for the 
services.  It concludes by highlighting some key factors for consideration in the further 
development of this type of provision. 
 
 
1. Durham County Council  
 
ĂƐĞ^ƚƵĚǇKŶĞ ?ƵƌŚĂŵŽƵŶƚǇŽƵŶĐŝů ‘DŽŽƌƐŝĚĞ ?ZĞƐŝĚ ŶƚŝĂůZĞƐƉŝƚĞĂŶĚĨĂŵŝůǇ
support service. 
 
Overview: 
Durham County Council provides a respite service for adolescents as part of a comprehensive 
preventative strategy.  The council has provided respite for adolescents on the edge of care using 
residential units for the past decade. Moorside, operates as a dedicated respite unit. It provides 
respite for adolescents at risk of entering care and will also provide respite for young people looked 
after who might be returning home or require a break to prevent a care placement breakdown.  The 
respite service involves an integrated package of support for the young person and their family, 
including access to respite, support from the community support team (CST) and the social work 
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team.  The council also offers respite via the fostering team, mainly for young people with disabilities 
and for young people looked after in foster care where holiday respite is needed. 
 
Rationale and history: 
Moorside, was opened as a respite facility in 2004 following the closure of a local authority 
residential unit.  The council identified a local need for creative options and made use of the closure 
of the unit to draw upon the expertise of the experienced staff team to reconfigure the remit of the 
unit towards offering respite.  The service represents an early intervention approach, in picking up 
families with difficulties and acting quickly with a range of options  ‘ƚŚĞƐŽŽŶĞƌǇŽƵŐĞƚŽƵƚƚŽƚŚĞ
family, the ƐŽŽŶĞƌƚŚĞǇŐĞƚƚŚĞŚĞůƉĂŶĚƐƵƉƉŽƌƚĂŶĚǇŽƵ ?ƌĞŵŽƌĞůŝŬĞůǇƚŽƌĞƐŽůǀĞƐŽŵĞƚŚŝŶŐ ? ? 
 
There is a strong ethos of flexibility and responsiveness to best meet the needs of adolescents and 
their families.   
 
Description of the service: 
The residential respite provision is embedded within an integrated adolescent and family support 
service. Approaches to working with the adolescent and the family group include family group 
conferencing, mediation and restorative practice.  The service comprises a multidisciplinary staff 
base with workers within the CST and Moorside bringing a range of expertise including youth work, 
mental health and substance misuse work and experience of working with young offenders. 
 
The CST includes a manager, two team leaders and 18 community support workers; one of whom 
deals solely with family group conferencing, one leads on delivering and co-facilitating mediation 
and one worker leads on child sexual exploitation work.  The wider remit of the CST covers pre-birth 
to 21 years of age. 
 
Respite is provided at Moorside, a six bed local authority run unit, with a staff team of 12.5, including 
the house keepers. The respite unit has increased in size by one extra bed during its operation, to 
meet demand. One of the beds is generally kept as an emergency bed, if capacity allows it. The 
ŵĂŶĂŐĞƌŶŽƚĞĚƚŚĂƚƚŚĞƵŶŝƚƌƵŶƐ ‘ƋƵŝƚĞĨůĞǆŝďůǇƚŽŵĞĞƚŶĞĞĚƐ ? ?ƐŽǁĞĚŽŶ ?ƚŚĂǀĞĂƐĞƚƉĞƌĐĞŶƚĂŐĞ
of emergency beds ? ?ZĞƐƉŝƚĞŝƐŽĨĨĞƌĞĚĨŽƌŽŶĞƚŽƚŚƌĞĞŶŝŐŚƚƐƉĞƌǁĞĞŬǁŝƚŚƚŚĞƐĂŵĞŶŝŐŚƚƐĞĂĐŚ
week being agreed in advance to ease planning and consistency for the service and the family.  The 
ĚƵƌĂƚŝŽŶŽĨƚŚĞƌĞƐƉŝƚĞĐŽŵƉŽŶĞŶƚǁŝůůƵƐƵĂůůǇůĂƐƚĨŽƌ ? ?ƚŽ ? ?ǁĞĞŬƐ ‘ƐŽƚŚĞǁŽƌŬƌĞŵĂŝŶƐĨŽĐƵƐĞĚ ? 
though there is scope to extend the respite offer.  
 
Staff from the residential unit will undertake outreach work by maintaining contact with the 
adolescent and family on days away from the unit. 
 
Support from the CST continues beyond the respite provision to facilitate full reintegration of the 
adolescent and family and to continue support around working through difficulties and to assess 
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whether the family has the capacity to change.  ‘/ǁŽƵůĚƐĂǇŝƚƐŶŽƌŵĂůůǇƐŝǆŵŽŶƚŚƐďƵƚŝƚĐĂŶŐŽŽŶ
ƐŝŐŶŝĨŝĐĂŶƚůǇůŽŶŐĞƌƚŚĂŶDŽŽƌƐŝĚĞ ?ƐŽŵĞƚŝŵĞƐǁĞ ?ǀĞďĞĞŶŝŶǀŽůǀĞĚĨŽƌĂǇĞĂƌǁŚĞƌĞƚŚĞƌĞŚĂƐ been 
ŶĞŐůĞĐƚ ? .  
 
The social worker retains responsibility for the care plan and case but has less input  ‘ŝƚǁĂƐŚŽƉĞĚ
ƚŚĂƚƚŚĞƐŽĐŝĂůǁŽƌŬĞƌǁŽƵůĚďĞĂďůĞƚŽĚŽŵŽƌĞĚŝƌĞĐƚǁŽƌŬďƵƚƚŚĞǇŚĂǀĞŶ ?ƚďĞĞŶĂďůĞƚŽ ? ?The CST 
worker takes responsibility for drawing up the work plan and three objectives are identified to 
address need. The work plan and objectives are agreed with the family and adolescent and shared 
with the residential worker. Though the nature of the work is clearly set out, there is a high degree 
of flexibility and responsiveness in who will carry out the work:  ‘ĞǀĞƌǇŽŶĞǁŝůůďĞĐůĞĂƌĂďŽƵƚƚŚĞ
ǁŽƌŬƚŚĞǇĂƌĞŐŽŝŶŐƚŽĚŽ ?ŝƚŵŝŐŚƚďĞƚŚĂƚƚŚĞĐŚŝůĚĚŽĞƐŶ ?ƚĞŶŐĂŐĞǁŝƚŚŵǇ ?^d ?ǁŽƌŬĞƌĂŶĚǁĞ
might pass iƚŽǀĞƌƚŽƚŚĞ ?ƌĞƐŝĚĞŶƚŝĂů ?ŬĞǇǁŽƌŬĞƌƚŽĚŽ ?ďƵƚǁĞǁŽƵůĚďƵŝůĚŽŶŝƚĂŶǇǁĂǇ ? ? 
 
The service has access to a range of family interventions and parenting programmes including 
mediation, restorative practice, family group conferencing and group work under the strengthening 
families programme.  Direct work with adolescents includes anger management, communication 
skills, building safe relationships, including work around CSE and grooming and online safety. In 
addition, access to education support and positive activities is available to ensure a holistic approach 
ƚŽƐƵƉƉŽƌƚŝŶŐƚŚĞǇŽƵŶŐƉĞƌƐŽŶ ? ‘DŽŽƌƐŝĚĞǁŝůůĨŽĐƵƐŽŶƚŚĞǇŽƵŶŐƉĞƌƐŽŶ ?ƐƚĂůĞŶƚƐĂŶĚƐƚƌĞŶŐƚŚƐ
and their interests and hobbies ? ?dŚĞŵĂŶĂŐĞƌŶŽƚĞĚƚŚĂƚƚŚŝƐƌĞƋƵŝƌĞĚĐĂƌĞĨƵůƉůĂŶŶŝŶŐƚŽĞŶƐƵƌĞ
that activities were accessible on return home to the family (and to other siblings). Review meetings 
for the respite service are held every fortnight. 
 
Referral routes: 
From the outset, the three teams operate jointly. A worker from the CST, the residential unit and 
the social worker will visit the family to discuss the respite option. Referrals to Moorside tend to 
follow two routes, either as a planned response (see below) or on an emergency basis, when the 
family is at crisis point and the young person is at risk. 
 
 ‘ŝĨǁĂƐƚŚŝƐĐŚŝůĚŝƐŝŶĚĂŶŐĞƌŽĨďĞŝŶŐĂĐĐŽŵŵŽĚĂƚĞĚƚŽĚĂǇƚŚĂƚǁĞǁŽƵůĚƐƚĞƉŝŶĂŶĚŽĨĨĞƌĂ
crisis response to the family home, which we would then do together, one of the unit staff the 
CST staff and the social worker go out and in that case you talk to the parent about the local 
ĂƵƚŚŽƌŝƚǇ ?Ɛ ƉŽůŝĐǇ ŶŽƚ ƚŽ ĂĐĐŽŵŵŽĚĂƚĞ ĂŶĚ ŚŽǁ ĐĂŶ ǁĞ ƐƵƉƉŽƌƚ ǇŽƵ ? ĂŶĚ ƚŚĞǇ ǁŝůů ďĞ
explaining community support, Moorside, family group conferencing, mediation and all the 
things that we can offer but giving a clear message to the family that we are not just going to 
ƚĂŬĞ:ŽŶŶŝĞŝŶƚŽĐĂƌĞƚŽĚĂǇ ?(CST service manager) 
 
The more common route is via a planned response to family difficulties as part of a broader package 
of support.  The service operates a single assessment process and team around the family (TAF) 
approach.  A referral to the respite service would usually occur after the first TAF meeting and 10 
day assessment when some initial intervention had taken place via the CST. The placement panel 
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meets every two weeks so there will be some time after referral to undertake initial assessments, 
to unpick what has happened and what services have been accessed, and if at that stage the child 
ĐĂŶ ?ƚ ƐƚĂǇĂƚŚŽŵĞ ?ĂƚǁŚŝĐŚƉŽŝŶƚ ƚŚĞǇĞŝƚŚĞƌŐŽ ŝŶƚŽĐĂƌĞŽƌ ŝĨ ƚŚĞƌĞ ŝƐ ƐĐŽƉĞ ƚo work towards 
keeping the child at home, with intensive family support, respite will be suggested. 
 
 ‘ŝƚŵŝŐŚƚďĞĨƵƌƚŚĞƌĚŽǁŶƚŚĞ ůŝŶĞǁŚĞŶŵĂǇďĞĐŽŵŵƵŶŝƚǇƐƵƉƉŽƌƚŚĂǀĞďĞĞŶŝŶǀŽůǀĞĚĨŽƌ
quite some time and you realise just how difficult things are for the family and suggest 
DŽŽƌƐŝĚĞ ? ?ƐĞƌǀŝĐĞŵĂŶĂŐĞƌ ? 
 
Characteristics of the target group: 
dŚĞĂŐĞƌĂŶŐĞĨŽƌƚŚĞƌĞƐƉŝƚĞƐĞƌǀŝĐĞŝƐ ‘12 up to the age of 18. There are occasions when we could 
ƚĂŬĞǇŽƵŶŐĞƌƉĞŽƉůĞďƵƚƚŚĂƚŚĂƉƉĞŶƐǀĞƌǇƌĂƌĞ ?/ƚ ?ƐƌĞĂůůǇĂďŽƵƚsafely matching groups on board, 
ǁĞŚĂǀĞƉŽŶĚĞƌĞĚŽǀĞƌǁŚĞƚŚĞƌǁĞŶĞĞĚĂƐŝŵŝůĂƌĨĂĐŝůŝƚǇĨŽƌǇŽƵŶŐĞƌĐŚŝůĚƌĞŶďƵƚǁĞŚĂǀĞŶ ?ƚŐŽƚ
ƚŚĞĐĂƉĂĐŝƚǇƚŽĚŽƚŚĂƚĂƚƚŚŝƐƉŽŝŶƚƌĞĂůůǇ ?(manager 1, Durham) 
 
dŚĞƐĞƌǀŝĐĞƐƚĞŶĚƚŽǁŽƌŬǁŝƚŚĂĚŽůĞƐĐĞŶƚƐǁŝƚŚ ‘ŚŝŐŚĞŶĚ ?difficulties and needs. The reasons for 
referral to the service include: 
 ‘/ƚǁŽƵůĚďĞĂƌŽƵŶĚďŽƵŶĚĂƌŝĞƐ ?ŐƌŽƵŶĚƌƵůĞƐďƌŽŬĞŶĚŽǁŶ ?ƉĂƌĞŶƚƐŝŶĂďŝůŝƚǇƚŽŵĂŶĂŐĞƚŚĞ
ǇŽƵŶŐƉĞƌƐŽŶ ?ƐďĞŚĂǀŝŽƵƌ ?ŝƚŵŝŐŚƚďĞƚŚĂƚƚŚĞǇ ?ƌĞŽŶƚŚĞĐƵƐƉŽĨďĞŝŶŐĞǆĐůƵĚĞĚĨƌŽŵƐĐŚŽŽů ?
ĞĚƵĐĂƚŝŽŶ ?ŽĨƚĞŶ^ ?ƚŚĞǇŵŝŐŚƚďĞŽŶƚŚĞĞĚŐĞŽĨĐƌŝŵŝŶĂůŝƚǇĐŚŝůĚƐĞǆƵĂůĞǆƉůŽŝƚĂƚŝŽŶ ?KĨƚĞŶ
ŝƚ ?ƐĂŶŽĨĨĞŶĐĞĂŐĂŝŶƐƚƚŚĞĨĂŵŝůǇ ?ƐƚĞĂůŝŶŐĨƌŽŵĂĨĂŵŝůǇŵĞŵďĞƌŽƌƐŽŵĞƚŚŝŶŐůŝŬĞƚŚĂƚƚŚĂƚ
ĐĂƵƐĞƐƚŚĂƚŽƵƚďƵƌƐƚŽĨĐŽŶĨůŝĐƚƌĞĂůůǇ ? ? 
 
The most common reasons ĨŽƌ ĐŽŵŝŶŐ ƚŽ DŽŽƌƐŝĚĞ ĂƌĞ  ‘ĐƵƌƌĞŶƚůǇ ǁĞ ?Ě ƐĂǇ ŝƚ ǁĂƐ ĨĂŵŝůǇ
ƌĞůĂƚŝŽŶƐŚŝƉƐ ? ?ĐĂƵƐŝŶŐĐŽŶĨůŝĐƚƐŽŵĞƚŝŵĞƐ ?ĞǆƉůŽƐŝŽŶƐŽĨĂŐŐƌĞƐƐŝŽŶĞŝƚŚĞƌǁĂǇǁŝƚŚŐŝƌůƐŝƚƚĞŶĚƐ
ƚŽďĞƚŚĞŵďĞŝŶŐĂŐŐƌĞƐƐŝǀĞƚŽƉĂƌĞŶƚƐ ?ǁŝƚŚďŽǇƐŝƚŽĨƚĞŶƚŚĞŽƚŚĞƌǁĂǇƌŽƵŶĚ ?  
 
The legal status of young people using the service is most often Section 20 (S20), though on occasion 
young people are a Section 17 (S17 children in need) or on a full care order. The team explained that 
S20 provides some additional leverage.  It is used to ensure a robust framework as young people 
will be subject to the usual looked after reviews as well as access to other resources for looked after 
children such as local looked after children education services, if it was felt that a particular young 
person would benefit: 
  
 ‘ ?ǁŝƚŚ>ƌĞǀŝĞǁƐǇŽƵ ?ǀĞŐŽƚĂďƌŽĂĚĞƌǀŝĞǁŽĨƚŚĞŶĞĞĚƐ ?ƚŚĞŝƌŚĞĂůƚŚĂŶĚĞĚƵĐĂƚŝŽŶ ?tĞ ?ǀĞ
ŐŽƚĐĞƌƚĂŝŶƐĞƌǀŝĐĞƐƚŚĂƚĐĂŶ ?ƚŐĞƚŝŶǀŽůǀĞĚƵŶůĞƐƐĂĐŚŝůĚŝƐĂ^ ? ? ? ? ? 
 
dŚĞƐĞƌǀŝĐĞŵĂŶĂŐĞƌŶŽƚĞĚƚŚĂƚƚŚĞ> ?ƐŵŽŶŝƚŽƌŝŶŐƐǇƐƚĞŵƐĂůůŽǁƚŚĞŵƚŽĐĂůĐƵůĂƚe the looked 
after children figures excluding those young people involved in the respite service.  This meant that 
   
 
 
S
u
p
p
o
rt
in
g
 A
d
o
le
sc
e
n
ts
 o
n
 t
h
e
 E
d
g
e
 o
f 
C
a
re
. 
  
  
   
   
  
   
  
   
   
  
 T
h
e
 r
o
le
 o
f 
sh
o
rt
 t
e
rm
 s
ta
y
s 
in
 r
e
si
d
e
n
ti
a
l c
a
re
. 
 
- 87 - 
the figures on placement movement and numbers going in and out of care were not affected by 
respite stays12. 
 
Effectiveness 
The effectiveness of the integrated respite and family support service is evidenced by the demand 
for the service and extent to which it is achieving its aims. The service was estimated to have worked 
ǁŝƚŚĂƌŽƵŶĚ ? ? ? ?ǇŽƵŶŐƉĞŽƉůĞƐŝŶĐĞŝƚďĞŐĂŶŝŶ ? ? ? ? ?dŚĞĐŽƵŶĐŝů ?ƐŽǁŶmonitoring report for 
2012-2013 showed that 82 young people had used the service that year and, of these, 37 had 
returned home and did not become looked after (some of the 82 were already looked after young 
people). 
 
dŚĞ ĐŽƵŶĐŝů ?Ɛ ĚĂƚĂ ƐŚŽǁƐ ƚŚĂƚ ƚŚĞ ŶƵŵďĞr of children in foster and residential care is 
ĚĞĐƌĞĂƐŝŶŐ ? ? ? ?this is cost effective, Durham has always had a strong invest to save strategy, always 
ƉƵƚŝŶŵŽŶĞǇŝŶƚŚĞĨƌŽŶƚǁŝƚŚƚŚĞǁŝůůƚŽƐĂǀŝŶŐĂƚƚŚĞďĂĐŬĞŶĚ ?ĂŶĚŝƚĚŽĞƐǁŽƌŬ ? ?The cost benefits 
alsŽƌĞĨůĞĐƚĞĚƉŽƐŝƚŝǀĞůǇŽŶƚŚĞƐĞƌǀŝĐĞ ?&ƵŶĚŝŶŐĐŽŵĞƐĨƌŽŵƚŚĞŐĞŶĞƌĂůĐŚŝůĚƌĞŶ ?ƐƐĞƌǀŝĐĞƐďƵĚŐĞƚ ?
A 2013 monitoring report showed that the annual running costs of Moorside stood at £542,000.00  
 ‘a breakdown of how much money I believe we had potentially saved from having Moorside is 
 ? ?ŵŝůůŝŽŶ ?.
 
The benefits: 
In terms of the added value of the respite, in addition to the family support service, the manager 
summarised the key benefits: 
 ‘/ƚŚŝŶŬŝƚŐŝǀĞƐƚŚĞĨĂŵŝůǇƐƉĂĐĞĂŶĚŝƚŚĞůƉƐǇŽƵŶŐƉĞŽƉůĞƚŽďƌŽĂĚĞŶ ƚŚĞŝƌŚŽƌŝǌŽŶƐ ? ?ŝĨƚŚĞǇ ?ƌĞ
ŝŶĐŽŶĨůŝĐƚĂƚŚŽŵĞŽƌŝƐƐƵĞƐĂƌŽƵŶĚŶĞŐůĞĐƚ ?ƚŚĞǇĐŽŵĞŚĞƌĞĂŶĚƚŚĞǇŐŽƚŽƐĐŚŽŽůĂŶĚŝƚ ?ƐĂ
ĚŝĨĨĞƌĞŶƚůŝĨĞ ?/ĨƚŚĞǇĂƌĞĂĐĐĞƐƐŝŶŐDŽŽƌƐŝĚĞ ?ŝƚŚĞůƉƐƚŚĞŵƚŽƐĞĞĂĚŝĨĨĞƌĞŶƚůŝĨĞ ?ŝŶƚƌŽĚƵĐĞƐ
them to something in their local commƵŶŝƚǇŽƌƐŽŵĞŽŶĞǁŚŽĐĂŶďĞĂƌŽůĞŵŽĚĞů ? ? 
 
The manager also noted one of the key benefits of offering respite within a residential unit: 
 ‘^ŽŵĞǇŽƵŶŐƉĞŽƉůĞũƵƐƚĂƌĞŶ ?ƚŝŶƚĞƌĞƐƚĞĚŝŶĂŶŽƚŚĞƌĨĂŵŝůǇ ?ŝƚ ?ƐŶŽƚƚŚĂƚĨŽƐƚĞƌĐĂƌĞƌƐĐĂŶ ?ƚŵĂŶĂŐĞ
ƚŚĞ ďĞŚĂǀŝŽƵƌ ? ŝƚ ?Ɛ ƐŽŵĞƚŝŵĞƐ ƚŚĞ ǇŽƵŶŐ ƉĞƌƐŽŶ ǁŽŶ ?ƚ ŝŶǀĞƐƚ ŝŶ ĨĂŵŝůǇ ůŝĨĞ ? ?In addition to this, 
managers agreed that it might be unrealistic for the level and range of work to be undertaken by a 
foster carer, however skilled they might be.  For example, the residential workers will carry out work 
with the family in the family home and will work closely with the school, as well as having access to 
a range of resources. 
 
A further benefit of respite was for those young people who did go into longer term care, did so in 
a planned way, which increased placement stability:  ‘ĞǀĞƌǇŽŶĞǁŚŽŚĂĚŵŽǀĞĚŽŶƚŽƌĞƐŝĚĞŶƚŝĂůĐĂƌĞ
from Moorside, stability has been 100%. tĞŚĂǀĞŶ ?ƚŵŽǀĞĚĂŶǇŽŶĞŽƌŚĂĚĂƉůĂĐĞŵĞŶƚďƌĞĂŬĚŽǁŶ ?.
                                                             
12 Department of Education guidance on submitting SSDA903 returns state that young people using respite 
should be recorded as V3 or V4 (see DfE, 2014c). 
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The challenges 
The main challenges of running the respite provision involved coping with the level of demand  ‘ƚŚĞ
ƉŚŽŶĞŶĞǀĞƌƐƚŽƉƐƌŝŶŐŝŶŐ ?/ƚ ?ƐƌĞĂůůǇďƵƐǇ ?ƐŽŬĞĞƉŝŶŐŽŶƚŽƉŽĨĂĐƚŝǀŝƚǇŝƐĐŚĂůůĞŶŐŝŶŐ ? There is also 
an increased level of statutory and administrative procedures to process when working with a large 
group of young people using the residential unit, and the flow in and out each week including risk 
assessments, which are completed before the first respite stay and are updated weekly as staff get 
to know young people and issues become more apparent.  There might also be a need to increase 
staff levels if some young people have a higher level of risk and require more one to one support. 
 
Operating the service across a large county could also incur some challenges, particularly around 
ƚƌĂŶƐƉŽƌƚĐŚĂƌŐĞƐƚŽŐĞƚƚŚĞǇŽƵŶŐƉĞƌƐŽŶƚŽĂŶĚĨƌŽŵƚŚĞƌĞƐŝĚĞŶƚŝĂůƵŶŝƚĂŶĚƚŚĞǇŽƵŶŐƉĞƌƐŽŶ ?Ɛ
school or family home. 
 
Why it works? 
Senior management and structures 
Durham has managed to maintain their front line services within the current economic climate.  
The team also noted the impact of having strong and supportive leadership:  ‘ǁĞ ?ǀĞďĞĞŶĞŶĐŽƵƌĂŐĞĚ
over a number of years to think creatively about how we offer services and our senior managers have 
ǁĞůĐŽŵĞĚ ŝĚĞĂƐ ĂŶĚ ƐƵƉƉŽƌƚ ƚŚĞŵ ?tĞ ?ǀĞ ŐŽƚ Ă ŚĞĂĚ ŽĨ ƐĞƌǀŝĐĞƐ ƚŚĂƚ ďĞůŝĞǀĞƐ ǀĞƌǇ ƐƚƌŽŶŐůǇ ŝŶ
DŽŽƌƐŝĚĞĂŶĚƚŚĞďĞŶĞĨŝƚƐ ?ŝƚ ?ƐĂǁŽƌŬŝŶŐǁĂǇŽĨƉƌĞǀŶƚŝŶŐĂĐŚŝůĚďĞĐŽŵŝŶŐůŽŽŬĞĚĂĨƚĞƌ ? 
 
Engagement with family and young people 
The team emphasised the importance of building relationships with the family and getting them on 
board with the provision. A strong message to the parents is that they too need to work alongside 
ƚŚĞƐĞƌǀŝĐĞƐƚŽƌĞƐŽůǀĞƚŚĞĚŝĨĨŝĐƵůƚŝĞƐ P ‘respite is not a sticking plaster  W it has to be part of a longer 
term package of family and adolescent support  ‘ŝƚ ?ƐĂďŽƵƚŐŝǀŝŶŐƉĂƌĞŶƚƐĂĐůĞĂƌŵĞƐƐĂŐĞƚŚĂƚǁĞ
ĂĐŬŶŽǁůĞĚŐĞƚŚĂƚǇŽƵ ?ƌĞŚĂǀŝŶŐĚŝĨĨŝĐƵůƚŝĞƐǁŝƚŚǇŽƵƌĐŚŝůĚ ?ĂŶĚǁĞĐĂŶŽĨĨĞƌǇŽƵƐŽŵĞƌĞƐƉŝƚĞ ?ďƵt 
ǁŚŝůƐƚǇŽƵ ?ƌĞĂĐĐĞƐƐŝŶŐƚŚĂƚƌĞƐƉŝƚĞǁĞǁĂŶƚƚŽŚĂǀĞƐŽŵĞŽŶĞǁŽƌŬǁŝƚŚǇŽƵƚŽŽ ? ?ƐŽƌĞƐƉŝƚĞ ? ? ?ŝƚ
ǁŽŶ ?ƚƌĞƐŽůǀĞƵŶůĞƐƐǇŽƵǁŽƌŬǁŝƚŚƚŚĞ^dĂŶĚǇŽƵŵƵƐƚǁŽƌŬĂůŽŶŐƐŝĚĞƚŚĞŬĞǇǁŽƌŬĞƌĂůůŽĐĂƚĞĚ
to your child from Moorside ? ?
 
To facilitate engagement, considerable effort is put into direct contact with the family from the 
outset, including visiting the family and arranging a visit to Moorside prior to the first respite stay to 
reassure the family group.  ‘/ ƚŚŝŶŬ ǇŽƵŶŐ ƉĞŽƉůĞ ĂŶĚ ĨĂŵŝůŝĞƐ ŚĂǀĞ Ă ƐƚŝŐŵĂ ĂƌŽƵnd being in a 
ĐŚŝůĚƌĞŶ ?ƐŚŽŵĞĂŶĚƚĂŬŝŶŐƚŚĂƚŝŶŝƚŝĂůƐƚĞƉŝƐŚĂƌĚĨŽƌĨĂŵŝůŝĞƐ ? 
 
It was also felt that having access to a more diverse staff team who were not social workers might 
also facilitate engagement in the early stages, even making the process less adversarial or 
intimidating: 
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  ‘..WĞǁŝůůďĞĐƌĞĂƚŝǀĞĂďŽƵƚŚŽǁǁĞŝŶƚƌŽĚƵĐĞƚŚĞŵƚŽDŽŽƌƐŝĚĞ ? ‘/ƚŵŝŐŚƚďĞƚŚĂƚƚŚĞƐŽĐŝĂů
ǁŽƌŬĞƌŝƐŶ ?ƚƚŚĞďĞƐƚƉĞƌƐŽŶƚŽƚĂŬĞƚŚĞǇŽƵŶŐƉĞƌƐŽŶĨŽƌĂǀŝƐŝƚ ?ƚŚĞĨĞĂƌŽĨƚŚĞǇŽƵŶŐƉĞƌƐŽŶ
if they go with the social worker, ƐŽĂ^dǁŽƌŬĞƌŵŝŐŚƚƚĂŬĞƚŚĞŵ ? ? 
 
 
 
2.  North East Lincolnshire  
 
Case Study Two. North East Lincolnshire Vulnerable Young People's Project 
 
The North East Lincolnshire Vulnerable Young People's Project has been established since July 2009. 
The VYPP is an in-house 3-bed residential respite/short-breaks unit funded by the local authority. 
The residential unit is registered for young people aged 8 to 17 years old of both genders. Two beds 
are for planned respite and the third bed is for young people in more acute crisis, i.e. due to a care 
placement breaking down or referred by the police due to family breakdown. The service aims to 
provide a breathing space for young people and their families on the edge of care and to those 
young people who may oscillate between their birth family and care. The unit booklet for the young 
people says the following: 
 
 ‘ ?szWW ?ŝƐĂƚŚƌĞĞďĞĚĚĞĚƐŚŽƌƚƚĞƌŵƌĞƐƉŝƚĞƐĞƌǀŝĐĞŽĨĨĞƌŝŶŐƐůĞĞƉŽǀĞƌƐĨŽƌǇŽƵŶŐƉĞŽƉůĞƚŚĂƚ
need some time and space to themselves. The unit is run by North East Lincolnshire Council to 
 provide respite care for young people aged from 8 to 18 of either gender, who for 
ǁŚĂƚĞǀĞƌ ƌĞĂƐŽŶ ŚĂǀĞ ĐŚĂŽƚŝĐ ĂŶĚ ŚĞĐƚŝĐ ůŝĨĞƐƚǇůĞƐ ? ? (Welcome to the Vulnerable Young 
People's Project, 2012) 
 
Planned referrals are predominantly from social workers and may be to prevent re-entry to care, in 
addition to first entry to care. All of the young people are S17 CIN and/or on child protection plans 
and there has to be a minimum of three agencies involved in the young person's life. Referrers must 
prove that they have explored all avenues prior to respite being requested. The planned respite 
includes careful matching based on extensive referral paperwork. Parallel family support is provided 
by the Family Resource Service, working within ƚŚĞŚŝůĚƌĞŶ ?ƐƐƐĞƐƐŵĞŶƚĂŶĚ^ ĂĨĞ-guarding Service 
(CASS). 
 
Respite starts at 3pm every day and ends at 8.30/9am the next morning during school term-time.  
During school holidays it operates 24 hours a day. The provision offers activities, trips and helps 
young people to develop independent living skills and positive relationships with adults. Most 
respite stays are for 1 night a week and respite could go on for some months or years, depending 
on the needs of the young person. In summary, the package of support, respite frequency and 
duration, and exit strategy are needs led. The number of nights of respite/year is also dictated by 
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legislation, i.e. avoiding young people being eligible for looked after status (reported by the Unit 
Manager as being a maximum 75 nights per year). 
 
  ‘ ?WĂƌƚŽĨƚŚĞƌĞĨĞƌƌĂůƉƌŽĐĞƐƐ ?ƚŚĞƌĞŝƐĂĐůĞĂƌďŝƚĂƚƚŚĞďŽƚƚŽŵƚŚĂƚĐůĞĂƌůǇƐĂǇƐ ‘tŚǇĚŽĞƐ
ƚŚĞǇŽƵŶŐƉĞƌƐŽŶŶĞĞĚƌĞƐƉŝƚĞ ? ?tĞƌĞĂůůǇŵĂŬĞƚŚĞƐŽĐŝĂůǁŽƌŬĞƌĞůĂďŽƌĂƚĞĂƐƚŽǁŚĂƚƚŚĞŝƌ
needs are, whether it is self-esteem or nurturŝŶŐŽƌǁŚĂƚĞǀĞƌŝƚ ŝƐ ?&ƌŽŵĂŶKĨƐƚĞĚpoint of 
view they want a baseline of where the young person is at when the young person comes to 
us and then they want to see the progress we have made. So we clearly record all progress as 
ǁĞůů ? ?(Unit Manager) 
  
  ‘We ĚŽŶ ?ƚĚƌĂŐǇŽƵŶŐƉĞŽƉůĞŬŝĐŬŝŶŐĂŶĚƐĐƌĞĂŵŝŶŐŚĞƌĞ ?/ƚ ?ƐŐŽƚƚŽďĞƐŽŵĞƚŚŝŶŐƚŚĞǇǁĂŶƚ
ƚŽĚŽĂŶĚǁĂŶƚƚŽĞŶŐĂŐĞŝŶ ?ƐŽŵĞƚŝŵĞƐǁĞŝŶǀŝƚĞƚŚĞŵŽŶĐĞǁĞĞŬũƵƐƚĨŽƌĂŶŚŽƵƌĨŽƌĂƚĞĂ
visit and then the next week for another tea visit and then the following week they may go on 
an activity with us and maybe the other young person here. Then eventually it gets to the 
 point where they are asking us if they can stay ? ?hŶŝƚDĂŶĂŐĞƌ ? 
 
The unit was previously rated as outstanding by Ofsted. The internal progress and outcomes report 
for the ten month period April 2014 to February 2015 states that family breakdown was judged to 
have been prevented for 62% of those young people receiving planned respite (13 out of 21 
individuals). Five individuals (24%) did enter care, two remained in their long-term foster placement 
and one went into independent living. 
 
  ‘ ?ƚŚĞƌĞĂƌĞĂĨĞǁƚŚĂƚĚŽĐŽŵĞŝŶƚŽĐĂƌĞ ?ďƵƚƐŽŵĞĐŚŝůĚƌĞŶŶĞĞĚƚŽĐŽŵĞŝŶƚŽĐĂƌĞ ?dŚĞƌĞŝƐ
no point in us trying to prop something up and sort something that is not rigŚƚ ? ?(Unit 
Manager) 
 
The NE Lincs VYPP also runs term-time alternative educational services for young people who have 
been excluded from school. These are pastoral services and taken up on one or two days a week by 
the young people. 
 
Source: 
Planned and recorded phone interview with Sandra Snell, Unit Manager (March 2015) plus reviews 
of service documents and outcome data. 
 
 
 
 
3.  Shropshire County Council 
 
Case Study Three.  Shropshire County Council Havenbrook Short Breaks 
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,ĂǀĞŶďƌŽŽŬŽƉĞŶĞĚĂƐĂ ‘ƐŚŽƌƚďƌĞĂŬƐ ?ƉƌŽǀŝƐŝŽŶŝŶ:ƵŶĞ ? ? ? ? ?ŝŶŝƚŝĂůůǇĂƐĂƉůĂŶŶĞĚƐŚŽƌƚďƌĞĂŬƐ
facility for children who had been identified as vulnerable children in need and at risk of family 
breakdown. In September 2014 the provision of emergency short breaks was incorporated into the 
scheme for children experiencing an immediate crisis.  
 
ŬĞǇƉƌŝŶĐŝƉĂůŽĨƚŚĞƐĞƌǀŝĐĞŝƐĞĂƌůǇŝŶƚĞƌǀĞŶƚŝŽŶ ?ĐĐŽƌĚŝŶŐƚŽƚŚĞ ‘^ŚƌŽƉƐŚŝƌĞŽƵŶĐŝů ?Havenbrook 
Short Breaks Planned & Emergency Pilot Evaluation Report, June - ĞĐĞŵďĞƌ ? ? ? ? ? ?:ĂŶƵĂƌǇ ? ? ? ? ?
the provision is part of the wider Looked After Child strategy which has the following principals: 
x To prevent children and Young People needing to come into the Local Authority care system 
where it is possible and to support them to remain in their family care where it is safe to do 
so. 
x To deliver services with flexibility and using innovative approaches to provide a range of 
services to children and families to provide the right service at the right time. 
x To ensure that where children need to come into LA care assessments and care planning are 
progressed without undue delay, achieving permanent and stable outcomes as soon as 
possible. 
 
Havenbrook is an in-house four-bed unit that originally operated as an assessment unit for children 
entering long-term care. Alongside the short-breaks facility, family support is offered, including 
parenting programmes focusing on teenagers and Family Group Conferencing. Currently Shropshire 
is investing in outreach services as part of the residential redesign. 
 
The target group for respite provision are those children and families that do not have an informal 
network of support to help through the family crisis (e.g. extended family or friends). Children can 
be referred aged 8 to 16 years. Characteristics are broad, but predominantly children with 
behavioural challenges and relationship difficulties with parents and/or siblings. Further difficulties 
include substance misuse, learning difficulties and violent behaviour. The majority of referrals are 
through social services and the families are likely to have had previous contact. Referrals may also 
be made by lead professionals in education or health. Social work and early help assessment tools 
are used to develop intervention plans. Usually children enter the service as Children in Need under 
Section 17, but some will revert to a targeted early help plan once the short breaks intervention is 
in place. Those families in crisis that do have an informal support network are likely to be offered 
family support services and Family Group Conferencing.  
 
 ‘ƚ ĨŝƌƐƚ ƚŚĞƌĞ ?Ɛ ĂŶ ĞůĞŵĞŶƚ ƚŚĂƚ ?Ɛ ĚŽǁŶ ƚŽ ƚŚĂƚ ƉƌŽĨĞƐƐŝŽŶĂů ĂƐƐĞƐƐŵĞŶƚ ĂŶĚ ƉƌŽĨĞƐƐŝŽŶĂů
ũƵĚŐĞŵĞŶƚ ?ďƵƚǁĞďĞůŝĞǀĞǁŝƚŚŽƵƚƚŚĞƌĞƐŽƵƌĐĞƐĂŶĚǁŝƚŚŽƵƚƚŚĞŝŶƚĞƌǀĞŶƚŝŽŶƚŚĂƚƚŚĞĐŚŝůĚ ?Ɛ
family would break ĚŽǁŶĂŶĚǁŽƵůĚŶĞĞĚƚŽŐŽ ŝŶƚŽ> ?tĞǁŽƵůĚƐƚŝůůǁŽƌŬǁŝƚŚĐŚŝůĚƌĞŶ ?Ɛ
families who are experience problems under section 17 or in early help that are not the edge of 
care because their own family and friends can be their network of support, with working family 
ŐƌŽƵƉĐŽŶĨĞƌĞŶĐĞ ?/ƚ ?ƐƚŚŽƐĞƚŚĂƚǁĞĂƌĞǁŽƌŬŝŶŐǁŝƚŚǁŚŽĚŽŶ ?ƚŚĂǀĞƚŚĂƚŶĞƚǁŽƌŬŽĨƐƵƉƉŽƌƚ ?
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Žƌ ƚŚĞǇ ĂƌĞŶ ?ƚ ŝŶ Ă ƉŽƐŝƚŝŽŶ ƚŽ ŽĨĨĞƌ ŚĞůƉ ĂŶĚ ƐƵƉƉŽƌƚ ǁŝƚŚ ƚŚĞ ŶĞĞĚƐ ŽĨ ƚŚĞ ĐŚŝůĚ ?. (Head of 
ŚŝůĚƌĞŶ ?Ɛ^ŽĐŝĂůĂƌĞ^ĞƌǀŝĐĞƐĂŶĚ^ĂĨĞŐƵĂƌĚŝŶŐ ? 
 
Short breaks are for a duration of 4 days. Initially a social worker can book in 3 periods of respite at 
,ĂǀĞŶďƌŽŽŬ ďĞĨŽƌĞ ƚŚĞ ĐĂƌĞ ƉůĂŶ ŝƐ ƌĞǀŝĞǁĞĚ ƚŽ ƐĞĞ ŝĨ ƚŚĞ ĐŚŝůĚ ?Ɛ ŶĞĞĚƐ ŚĂǀĞ ďĞĞŶ ŵĞƚ ? dŚĞ
frequency of stays varies from just one visit to a succession over the year. The maximum available 
is three per month. Where children are using Havenbrook on a planned basis the staff are able to 
pay attention to matching. 
 
 ‘So those that have short breaks on a regular basis (maximum monthly 3) the unit are able to 
match thoƐĞĐŚŝůĚƌĞŶ ?/ĨƚŚĞǇĐŽŵĞĂŶĚƚŚĞǇƌĞĂůůǇŐĞƚĂůŽŶŐǁŝƚŚƐŽŵĞŽŶĞĂŶĚƚŚĞǇ ?ƌĞƉůĂŶŶĞĚ
ƚŽĐŽŵĞĨŽƌĂŶŽƚŚĞƌďƌĞĂŬǁĞǁŝůůŵĂƚĐŚƚŚĞŵƚŽĐŽŵĞƚŽŐĞƚŚĞƌ ?KƌŝĨƚǁŽŚĂǀĞŶ ?ƚŵĞƚǇĞƚĂŶĚ
we know them we might think those may get along well together, we not had anybody who 
ĚŽĞƐŶ ?ƚŐĞƚĂůŽŶŐ ?.  ?,ĞĂĚŽĨŚŝůĚƌĞŶ ?Ɛ^ŽĐŝĂůĂƌĞ^ĞƌǀŝĐĞƐĂŶĚ^ĂĨĞŐƵĂƌĚŝŶŐ ? 
 
Staffing levels are equivalent to those residential units for children looked after: 7.5 res social 
workers, 3 shift leaders, a deputy and a registered manager. Havenbrook offers children a break 
from the difficulties they may be experiencing. Activities offered build on their current interests and 
leisure pursuits, but also look to spark interest in new occupations, e.g. swimming, walks in the 
countryside and car mechanics. Parents are then encouraged to set up equivalent activities within 
their own community. If the child is attending school they will be taken by staff. 
 
 ‘ ?ŝƚ ?Ɛ ũƵƐƚŐŝǀŝŶŐǇŽƵŶŐƉĞŽƉůĞƚŝŵĞ ?ĂƚƚĞŶƚŝŽŶ ?ƐŽŵĞƚŝŵĞ ŝƚ ?Ɛ ũƵƐƚĂďƌĞĂŬĨƌŽŵĂǀĞƌǇďƵƐǇŽƌ
stressful family life, time for them to clear their heads and have some time out. Equally the 
parents the [at the] other end who [are] spending time with other siblings, whilst knowing their 
other child is having a great time. The biggest thing that works for us, is that has been said by the 
ĐŚŝůĚƌĞŶĂŶĚƚŚĞƉĂƌĞŶƚƐ ?ƚŚĂƚƚŚĞǇŚĂǀĞŶ ?ƚďĞĞŶƉƵƚŝŶĐĂƌĞ ?ĂŶĚƚŚĂƚĨĞĞůŝŶŐƚŚĂƚƚŚĞƉĂƌĞŶƚƐ
ŚĂǀĞ ƉƵƚ ƚŚĞŝƌ ŬŝĚƐ ŝŶ ĐĂƌĞ ? ƚŚĞǇ ĐĂŶ ?ƚ ĐŽƉĞ ĂŶǇ ůŽŶŐĞƌ ƐŽ ƚŚĞǇ ?ƌĞ ŐŽŝŶŐ ƚŽ ƉƵƚ ƚŚĞŵ ŝŶ ĐĂƌĞ ?
However desperate the parents feeling at that time, children feel rejected and the parents feel 
ŐƵŝůƚǇĂŶĚǁŚĂƚǁĞŬŶŽǁĂƐŚŝůĚƌĞŶ ?Ɛ^ĞƌǀŝĐĞƐŝƐƚŚĂƚǁĞŚĂǀĞƚŽƚŚĞŶǁŽƌŬǁŝƚŚĂǁŚŽůĞůŽƚ
more problems and emotions, and challenges that have come about because the child has been 
put into ĐĂƌĞ ?dŚĞǇĚŽŶ ?ƚŚĂǀĞƚŽƌĞďƵŝůĚƌĞůĂƚŝŽŶƐŚŝƉƐĂƐƚŚĞǇŚĂǀĞŶ ?ƚďƌŽŬĞŶĚŽǁŶ ?. (Head of 
ŚŝůĚƌĞŶ ?Ɛ^ŽĐŝĂůĂƌĞ^ĞƌǀŝĐĞƐĂŶĚ^ĂĨĞŐƵĂƌĚŝŶŐ ? 
 
Havenbrook staff offer consistent approaches to behaviour and aim to support children to break the 
cycles of negative bĞŚĂǀŝŽƵƌƐ ? Q,ĂǀĞŶďƌŽŽŬŝƐĂŐƌĞĂƚĐŚĂŶĐĞƚŽƌĞǁƌŝƚĞƚŚĞŵ ?  ?,ĞĂĚŽĨŚŝůĚƌĞŶ ?Ɛ
Social Care Services and Safeguarding). The new outreach staff will be working with parents on 
behaviour management as part of their remit, using approaches adapted for teenagers that have 
proved successful in the past. Funding for the short-breaks provision is from the placement budget 
(residential), i.e. local authority core funding. Havenbrook is also used to aid reunification where the 
care plan has identified that short-breaks will aid rehabilitation for the child and family. 
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Benefits identified  W the short breaks and outreach provision adds to the range of options beyond 
full-time care. It is estimated that the prevention through Havenbrook saves at least four months 
costs of residential care. Entering care can add a secondary layer of issues for the child and family 
to address, in addition to the primary concerns. The respite and family support model means that 
the primary difficulties can be addressed. 
 
  ‘ƐŽŵĞƚŝŵĞǁŚĞŶǇŽƵr child has come into care and gone into another environment, either a 
residential or foster care, all of the emotional things that come with that, none of those things 
are to do with the actual reason that the family broke down with in the first place, thĞǇ ?ƌĞĂůů
new problems and challenges and problems because that child has come into care, and to be 
ĂďůĞ ƚŽ ƚĂŬĞ ƚŚŽƐĞ ĂǁĂǇ ŝƐ ĂŵĂǌŝŶŐ ? ?  ?,ĞĂĚ ŽĨ ŚŝůĚƌĞŶ ?Ɛ ^ŽĐŝĂů ĂƌĞ ^ĞƌǀŝĐĞƐ ĂŶĚ
Safeguarding). 
 
Challenges identified  W Weighing up best value against the wider picture. Not feeling that a bed has 
to be filled by an inappropriate referral just to fill it. Balancing the resources with the individual 
needs of the children using the service and maintaining the flexibility required, e.g. not every child 
needs a monthly short break. Paying very close attention to risk assessments and plans of those 
coming in on a crisis basis. 
 
Outcomes and evaluation -  ‘^ŚƌŽƉƐŚŝƌĞŽƵŶĐŝů ?Havenbrook Short Breaks Planned & Emergency 
Pilot Evaluation Report, June - ĞĐĞŵďĞƌ  ? ? ? ? ? (January 2015) reported that of the 29 children 
taking up planned respite in the 6-month pilot period: 27 remained with family, 2 went into care. Of 
the 27: 10 continued to have short breaks on a regular basis, remaining 17 only required respite on 
short-term basis, e.g. on 1 occasion only. Of the 13 young people who received a crisis short break, 
six went on to be received into local authority care, six went home to parental care (including 4 who 
continued to receive short-breaks) and one moved into a 16+ supported living arrangement. Parents 
contributing to the evaluation talk of the family situation being calmer due to having a breathing 
ƐƉĂĐĞ ĂŶĚ ĐŚŝůĚƌĞŶ ?Ɛ ƌĞƐƉŽŶƐĞƐ ŝŶĚŝĐĂƚĞ ƉŽƐŝƚŝǀĞ ŽƵƚĐŽŵĞƐ ? ŝŶĐůƵĚŝŶŐ ƚŚĞ ŵĂũŽƌŝƚǇ ĨĞĞůŝŶŐ ƚŚĂƚ
Havenbrook helped them with difficulties at home. 
 
The report concludes: That the provision of short breaks for children on the edge of care and at risk 
of family breakdown achieve positive outcomes for the child and family which have been sustained 
for up to six months ?The ƚŚƌĞƐŚŽůĚĨŽƌ ‘ĞĚŐĞŽĨĐĂƌĞ ?ŝƐĂƉƉůŝĞĚĂŶĚƚŚĞƌĞĨŽƌĞƚŚĞĞǀĂůƵĂƚŝŽŶ
evidences a reduction in demand (33 children) for LA care although this needs to be seen in the 
context of rising demand for social care and LAC care in Shropshire, regionally and nationally. 
 
Source: Planned and recorded phone interview with Tina Russell, ,ĞĂĚŽĨŚŝůĚƌĞŶ ?Ɛ^ŽĐŝĂůĂƌĞ
Services (March 2015) and review of Safeguarding, Shropshire County Council plus in-house 
evaluation report. 
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4. Wigan Council 
 
 
ĂƐĞ^ƚƵĚǇ&ŽƵƌ ? ‘dŚĞsŝĞǁ ?^ŚŽƌƚƌĞĂŬƐ^ĞƌǀŝĐĞ ?tŝŐĂŶŽƵŶĐŝů 
 
The View 'Edge of Care' service has been in operation since November 2013.  It offers a 'dual purpose 
service to support young people and their families where there are risk areas which could lead to 
family breakdown inevitably leading to the young person becoming looked after by the Local 
Authority'.  The service uses 'a restorative, asset building approach with families'. 
 
Rationale and history: 
x Growing number of adolescents with challenging behaviours entering care.  ‘Over the last 
ƐĞǀĞŶƚŽĞŝŐŚƚǇĞĂƌƐ ?ǁĞ ?ǀĞŐŽƚ ?ŵŽƌĞǇŽƵŶŐƉĞŽƉůĞĐŽŵŝŶŐŝŶ ƚŽĐĂƌĞĂƌŽƵŶĚ ? ? ? ? ?ĂŶĚ
even 16 years of age, the late entrants really, all with quite challenging behaviours and many 
of them were around families managing those behaviours...once they come into care so late 
ǇŽƵ ?ƌĞŶŽƚŐŽŝŶŐƚŽĂĨĨĞĐƚŵĂƐƐŝǀĞĐŚĂŶŐĞƐĂŶĚǇŽƵŶŐƉĞŽƉůĞũƵƐƚĚƌŝĨƚŝŶĐĂƌĞ ? ? 
x ǆƉůŽƌĂƚŝŽŶŽĨD^dĂƉƉƌŽĂĐŚĞƐ ? ŝŶĂĚĚŝƚŝŽŶƚŽƚŚĞƵƐĞŽĨ ƌĞƐŝĚĞŶƚŝĂůƐŚŽƌƚďƌĞĂŬƐ ?  ‘I was 
asked, can you do something  W ĐůĞĂƌůǇ ƚŚĞƌĞ ?s a need in Wigan, where young people are 
coming into care late, but then going home quickly as well  W is there something we can be 
doing better, to support families, to prevent these children from becoming looked after 
children?  So that was the model we tried to look at, and we came up with a template and 
ƚŚĂƚǁĂƐŚŽǁǁĞƐĞƚƵƉdŚĞsŝĞǁ ? ? Moving away from the one size fits all model of through-
care services. 
x Closed down an in-house residential unit and operated the short breaks and family support 
service with the existing staff. 
 
Registered for five beds: four beds for planned short breaks and one for emergencies. 
 
Emergency provision: 
x For young people on police protection orders or children subject to the Police and Criminal 
Evidence Act who have been abaŶĚŽŶĞĚŽƌĞŵĞƌŐĞŶĐŝĞƐǁŚĞƌĞƚŚĞƌĞ ?ƐŶŽƉƌŝŵĂƌǇĐĂƌĞƌ
available. 
x For a period of up to 72 hours, by which time the service will have either managed to get 
the young person home with the family or an extended family member or a further decision 
will be made by a placement social worker that a longer period of accommodation in 
fostering or residential is required. 
x If the stay is for over 24 hours the legal status is automatically Section 20. 
 
Planned short breaks: 
x Most young people take up planned short breaks on a Section 17 basis. Those entering 
emergency respite for over 24 hours automatically become Section 20. 
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x Preventative, planned social work intervention which usually lasts around six months.  The 
plan may or may not involve short breaks, depending on the needs of the family and 
whether the breaks would help to relieve some of the pressure.  
x  ‘tĞĚŽŶ ?ƚĚŽŵŽƌĞƚŚĂŶƚǁŽŽƌƚŚƌĞĞŶŝŐŚƚƐĂǁĞĞŬ ?ŽŶĂƉů ŶŶĞĚďĂƐŝƐ ?ƚŚĞŝĚĞĂďĞŝŶŐƚŚĂƚ
if they have a short break, it starts off quite high and then by the time wĞ ?ƌĞƌĞĂĚǇƚŽĐůŽƐĞ
ƚŚĞĐĂƐĞƚŚĞǇ ?ƌĞŶŽƚŚĂǀŝŶŐďƌĞĂŬƐĂƚĂůů ?ǁĞƐƚĞƉŝƚĚŽǁŶ ?ĂŶĚƚŚĞǇ ?ƚŚĞĨĂŵŝůǇ ?ďĞĐŽŵĞĂďůĞ
ƚŽŵĂŶĂŐĞƚŚĂƚǇŽƵŶŐƉĞƌƐŽŶƚŚĞŵƐĞůǀĞƐ ?ǁŝƚŚŝŶƚŚĞŝƌŽǁŶĨĂŵŝůǇ ? ? 
 
Characteristics of the young people and families: 
x Teenagers 
x Some at risk of CSE. 
x Risky behaviours, e.g. substance misuse 
x Challenging behaviour. 
 
Referrals from:  ‘/ƚƵƐƵĂůůǇĐŽŵĞƐǀŝĂƚŚĞ^t ?ǁŚŽǁŝůůŚĂǀĞƌĞĂĐŚĞĚƚŚĞƉŽŝŶƚǁŚĞƌĞƚŚĞǇ ?ƌĞƌĞĂůůǇ
struggling with a family and they would do a template referral and most of them do get accepted. 
/ƚ ?ƐǀĞƌǇĨĞǁĂŶĚĨĂƌďĞƚǁĞĞŶƚŚĂƚǁĞƐĂǇŶŽ ?ǁĞ ?ƌĞŶŽƚŐŽŝŶŐƚŽŐŽǁŝƚŚƚŚŝƐ ?tĞ ?ůůƚŚĞŶŚĂǀĞĂ
ƉůĂĐĞŵĞŶƚŵĞĞƚŝŶŐǁŚĞƌĞǁĞ ?ůůĚŝƐĐƵƐƐǁŚĂƚŝƐŝƚƚŚĂƚƚŚĞĨĂŵŝůǇŶĞĞĚ ? ? ?ďƵŝůĚĂƉůĂŶĂŶĚƚŚĞŶǁĞ ?ůů
have an introduction, the family will come and vŝƐŝƚ ? ǁĞ ?ůů ƐŚŽǁ ƚŚĞŵ ƚŚĞ ƌĞƐŽƵƌĐĞ ĂŶĚ ǁŚĂƚ ƚŽ
ĞǆƉĞĐƚ ?ĂŶĚƚŚĞŶǁĞ ?ůůŚĂǀĞƌĞŐƵůĂƌǁĞĞŬůǇŵĞĞƚŝŶŐƐ ?ǁŚĞƌĞĞĂĐŚŬĞǇǁŽƌŬĞƌŝƐĂǁĂƌĞŽĨĞǀĞƌǇŽŶĞ
ĞůƐĞ ?ƐŽƚŚĂƚ ŝĨ ƚŚĞǇ ?ƌĞŽŶƐŚŝĨƚ ƚŚĞǇŬŶŽǁǁŚĂƚ ?ƐŚĂƉƉĞŶŝŶŐǁŝƚŚĞĂĐŚ ĨĂŵŝůǇ ?Ăďŝƚ ůŝŬĞ ƚŚĞD^d
ŵŽĚĞů ? ? Contracts and expectations agreed between the family, young person and service. 
 
Family Support:  ‘each worker has a caseload of around four or five young people. They do planned 
interventions, it can be anything from activity based in the community; getting them to engage in 
things. It can be giving parents strategies in how to respond to young people in a certain way. It 
could be self-esteem work, it could be working on safe internet use, whatever really is identified in 
the referral as a need for that family.  We also use Family Group meetings. We have a team of staff 
that work very closely with The View, they will go in and help build on the strengths within that 
family. They look at asset-ďƵŝůĚŝŶŐ ?ǁŚĂƚĂƌĞǇŽƵŐŽŽĚĂƚ ?ǁŚĂƚĚŽǇŽƵĚŽǁĞůů ?ǁŚĞƌĞ ?ƐǇŽƵƌĨĂŵŝůǇ
sƵƉƉŽƌƚ ?ĂŶĚƚŚĞŶŚĞůƉƚŚĞŵďƵŝůĚƵƉƚŚĞŝƌŽǁŶŶĞƚǁŽƌŬ ? ? 
 
Multi-agency working: YOT (including restorative solutions), substance misuse team, Brook (sexual 
health) and healthy living trainer. Looking to obtain funding for an EET worker, as many of the young 
people have issues with poor school attendance and employment. Virtual School is only for LAC. 
 
Stepping down/exit strategy:  ‘tŚĞŶ ĞǀĞƌǇŽŶĞ ĂŐƌĞĞƐ ƚŚĂƚ ƚŚĞƌĞ ?Ɛ ůĞƐƐ ĐŽŶĐĞƌŶ ĂďŽƵƚ ǁŚĂƚĞǀĞƌ
brought the young person into the service, there would be a meeting and there would be support 
ůŝƚĞƌĂůůǇŽŶŽƵƚƌĞĂĐŚŽŶůǇ ?ĂŶĚƚŚĞŶǁĞǁŽƵůĚĐůŽƐĞƚŚĞĐĂƐĞ ?tŚĂƚǁĞ ?ƌĞŚŽƉŝŶŐƚŽĚŽ ?ǁĞ ?ǀĞŽŶůǇ
ũƵƐƚďĞĞŶĨƵůůǇĨƵŶĐƚŝŽŶŝŶŐĨŽƌũƵƐƚŽǀĞƌĂǇĞĂƌ ?ǁĞ ?ƌĞŐŽŝŶŐƚŽƚƌĂĐŬƚŚŽƐĞǇŽƵŶŐƉĞŽƉůĞĂƚƐŝǆŵŽŶƚŚƐ
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and 12 months, after the case has been closed, to see whether improvements have been sustained 
ĂŶĚŚŽǁƚŚĞĨĂŵŝůŝĞƐĂƌĞĐŽƉŝŶŐ ? ? Only a couple of re-referrals to-date. 
 
Current funding: ǆŝƐƚŝŶŐĐŚŝůĚƌĞŶ ?ƐŚŽŵĞƐďƵĚŐĞƚ ? 
 
Benefits: 
x Reduction of the number of young people coming into care. 
x Reduction in cost of long-term care and leaving care services. 
x Better outcomes for young people through maintained relationships with their families. 
 
Challenges: The negative aspects of the mix of young people staying in the short break service, 
particularly around escalating high risk behaviours.  This was addressed via group work with young 
people and support provided to parents to help in addressing high risk behaviours and CSE in 
particular. 
 
Lessons for other local authorities thinking about setting up a short breaks residential unit: 
 
 ‘ĞƌƚĂŝŶůǇĂďŽƵƚƚŚĞŵŝǆŽĨǇŽƵŶŐƉĞŽƉůĞ- to get that right. To be clear in referrals about the 
characteristics - it certainly can have a massive impact on the productive work.  I think having 
confident staff ? ďĞĐĂƵƐĞ ŝŶŝƚŝĂůůǇ ǁĞ ĚŝĚŶ ?ƚ ŚĂǀĞ ĂŶǇ ƚƌĂŝŶŝŶŐ ĨŽƌ ƚŚĞƐƚĂĨĨ ? ƚŚĞǇ ǁĞƌĞ ũƵƐƚ ƚŚĞ
residential workers, and it was about sourcing the right sort of training that gave them 
confidence, like the restorative solutions that was really helpful for staff [from YOd ? ? ?
 
Innovation funding and new developments: 
x Edge of care residential short breaks for young people with mental health and behavioural 
difficulties (e.g. self-harming)  W for adolescents on either edge of a secure setting. 
x Specialist wrap-around service with CAMHS  W including outreach and support. 
x Safely furnished and refurbished in-house residential unit  W ŝŶĂĚĚŝƚŝŽŶƚŽ “dŚĞsŝĞǁ ?. 
x 4 beds - 3 planned short break beds and 1 emergency. 
 
Represents a longer term, planned reduction in residential care with an overall shift away from 
residential provision towards family support. 
 
 ‘/ƚ ?Ɛ Ă ďĂůĂŶĐĞ ŽĨ ŚĂǀŝŶŐ ƋƵĂůŝƚǇ ƌĞƐŝĚĞŶƚŝĂů ƉůĂĐĞŵĞŶƚƐǁŚŝĐŚ ǁŝůů ĂůǁĂǇƐ ďĞ ŶĞĞĚĞĚ ?ǁĞ ?ƌĞ
investing in a clear system provision for the long-ƚĞƌŵĐŚŝůĚƌĞŶ ?ƐŚŽŵĞƐ ?ďƵƚĂůƐŽŵŽǀŝŶŐthe focus 
ƚŽĞĚŐĞŽĨĐĂƌĞ ?ƐŽǁĞĚŽƉƌĞǀĞŶƚĂƚŝǀĞ ?/ƚũƵƐƚĨĞůƚƚŚĞŶĂƚƵƌĂůǁĂǇƚŽŐŽƌĞĂůůǇ ?/ƚũƵƐƚƐĞĞŵƐƚŚĞ
ŶĞǆƚƐƚĂŐĞƌĞĂůůǇ ?/ƚǁĂƐĚŽŶĞŽƵƚŽĨŐŽŽĚǁŝůůĂŶĚŝƚƐĞĞŵĞĚƌŝŐŚƚ ?ĂŶĚǁĞũƵƐƚŐŽƚŽŶǁŝƚŚŝƚ ? ?
 
Source: 
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Planned and recorded phone interview with Lynne Bennett, Team Manager, Wigan Council, plus In-
house Scrutiny Report, March 2015. 
 
 
5. Blackburn with Darwen Council 
 
Case Study Five. Blackburn with Darwen Adolescent Support Unit 
 
WƌŝŽƌƚŽ ? ? ? ? ?ƐĞƌǀŝĐĞƐĨŽƌĂĚŽůĞƐĐĞŶƚƐŝŶůĂĐŬďƵƌŶǁŝƚŚĂƌǁĞŶŝŶĐůƵĚĞĚĂŶƵŵďĞƌŽĨĐŚŝůĚƌĞŶ ?Ɛ
ŚŽŵĞƐĂŶĚĂƚŚĞƌĂƉĞƵƚŝĐƐƵƉƉŽƌƚƚĞĂŵĚŽŝŶŐŽƵƚƌĞĂĐŚ ?dŚĞĐŚŝůĚƌĞŶ ?ƐŚŽŵĞƐƉƌŽǀŝĚĞĚĨƵůůƚŝŵĞĐĂƌĞ
for adolescents who had to be looked after, and the therapeutic team worked Monday to Friday 
during office hours.  There was a recognition that neither was set up in a way that was as user 
ĨƌŝĞŶĚůǇĂƐŝƚĐŽƵůĚďĞ ?&ƵůůƚŝŵĞĐĂƌĞǁĂƐŶŽƚƐƵŝƚĞĚƚŽƐŽŵĞǇŽƵŶŐƉĞŽƉůĞ ?ƐŶĞĞĚƐ ?ĂŶĚƚŚĞŽƵƚƌĞĂĐŚ
team was not flexible enough.    
 
Together with the influence of an Invest to Save initiative, managers came up with the idea of 
therapeutic residential respite care both to improve provision and reduce residential costs. The 
success of providing respite care to families with disabled children was also part of their thinking.   
 
The residential unit consists of 4 beds 3 of which, in principle, are allocated to planned and ongoing 
respite needs, and the remaining bed is kept back for emergencies.  Overnight respite care is 
available up to four nights per week from Friday to Monday inclusive. The unit is open until 10pm 
Tuesday to Thursday. The young people/staff ratio is always at least 2:1, and the manager can call 
on additional support if any of the young people are particularly difficult to handle, though this is 
rare. 
 
Staff in the unit are experienced residential workers who have either developed good, if informal, 
skills in mediation, or who are trained to deliver the Strengthening Families Programme.  Part of 
their remit is to provide outreach, and to work with the families in their homes to try and prevent 
family breakdown.  If necessary, specialist staff can be brought in for particular therapeutic needs. 
 
A Panel is held every Wednesday to consider referrals, which all come through social workers. The 
target age range for the service is 11  W 16.  They will consider and have worked with quite a few 
ĨĂŵŝůŝĞƐǁŝƚŚ ? ?ǇĞĂƌŽůĚƐ ?ďƵƚƚŚĞǇǁŽŶ ?ƚŽĨĨĞƌƚŚĞǇŽƵŶŐƉĞƌƐŽŶƌĞƐƉŝƚĞĂĐĐŽŵŵŽĚĂƚŝŽŶƵŶƚŝůƚŚĞǇ
are 11.  They will also continue working with young people past the age of 16 if they need it. 
 
dǁŽŽĨƚŚĞďŝŐŐĞƐƚĐŚĂůůĞŶŐĞƐĂƌĞƚŚĞƉƌĂĐƚŝĐĂůůŽŐŝƐƚŝĐƐ ?ĂŶĚƚŚĞŶĞĞĚƚŽ ‘ŵĂƚĐŚ ?ƚŚĞǇŽƵŶŐƉĞŽƉůĞ
in the unit. 
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 ‘/Ĩ ƚŚĞƌĞ ŝƐŶ ?ƚĂŶĞŵĞƌŐĞŶĐǇ ?ǁĞĐĂŶĂůůŽĐĂƚĞ ƚŚĞ  ?ƚŚďĞĚ ƚŽǁŚŽĞǀĞƌǁĞ ƚŚŝŶŬ needs it   W or, 
sometimes we have 3  W 4 emergencies and have to prioritise. Friday afternoon can be a little bit 
ŵĂŶŝĐ ƐŽŵĞƚŝŵĞƐ  ? ĚĞƉĞŶĚƐ ŽŶ ƚŚĞ ŝŶĚŝǀŝĚƵĂů ƉůĂŶ  W ƐŽŵĞ ǇŽƵŶŐ ƉĞŽƉůĞ ĚŽŶ ?ƚ ŚĂǀĞ ĂŶǇ
overnights, some maybe have 2 nights a week over a period of time.  Some we need to work with 
intensively at the beginning  W they might come for three nights, some come for one. We have 
worked with 45  W 50 families at a time, but some of them only need outreach maybe once or 
ƚǁŝĐĞĂǁĞĞŬ ?^ŽŵĞŽĨƚŚĞĨĂŵŝůŝĞƐǁĞ ?ve been involved with for quite a time and they just need 
ĂďŝƚŽĨĂŵĂŝŶƚĞŶĂŶĐĞƉƌŽŐƌĂŵŵĞ ?ŵĂǇďĞƐĞĞƚŚĞŵŽŶĐĞĞǀĞƌǇĐŽƵƉůĞŽĨǁĞĞŬƐŽŶĐĞǁĞ ?ǀĞŐŽƚ
ƚŚĞŵƐƚĂďůĞ ?DĂŝŶƚĞŶĂŶĐĞŝƐƌĞĂůůǇŝŵƉŽƌƚĂŶƚďĞĐĂƵƐĞŽƚŚĞƌǁŝƐĞƚŚŝŶŐƐĐŽƵůĚŐŽƉĞĂƌ-shaped 
ĂŐĂŝŶ ?  /ƚ ?Ɛ Ăůů ŝŶĚŝǀŝĚƵĂůůǇ ƉůĂŶŶĞĚ ? ŶŽ ƐĞƚ ƌƵůĞƐĂƚ Ăůů  ? /Ĩ ǁĞ ŐĞƚ Ă  ? ? Žƌ  ? ? ǇĞĂƌ ŽůĚ ǁŝƚŚ
particularly risky behaviour, we have to be very careful about who we would put that person with 
 W so we have to think about matching, or maybe getting an extra member of staff in  W we do work 
ĞǆƚƌĞŵĞůǇĨůĞǆŝďůǇ ? ?         (Residential Services Manager) 
 
Statutorily, the young people can be either S17 or S20 Children Act referrals. The manager reported 
that, at one time, the young  people would have had to have been formally accommodated the 
minute they came in, but now there is the time to do some work with the family first  W  ‘ǁĞĐĂŶŐŝǀĞ
ƚŚĞŵƚŚĂƚƚŝŵĞŽƵƚ ? ? 
 
ƚĂŶĂƚŝŽŶĂůĐŽŶĨĞƌĞŶĐĞǁŽƌŬƐŚŽƉŝŶKĐƚŽďĞƌ ? ? ? ? ?ŝƚǁĂƐƌĞƉŽƌƚĞĚƚŚĂƚ ?ĂƐĂƌĞƐƵůƚŽĨƚŚĞƵŶŝƚ ?Ɛ
work, the numbers of teenagers coming into care fell from 47 to only 18 in 2013/14. 
 
The new service (which began in 2014) has attracted press interest, including the Guardian 
(http://www.theguardian.com/social-care-network/2014/oct/29/blackburn-innovative-support-
unit-residential-care) and recently hosted an open day that attracted visitors from a number of local 
authorities and service providers. 
 
Source: Planned and recorded phone interview with Sandra Martin, Unit Manager plus 
Survey Monkey response, service documents and press articles. 
 
 
What Can We Learn From The Models Of Integrated Residential Respite Provision? 
 
Qualitative analysis of the 15 practice examples gathered from our e-survey and telephone 
interviews (see case studies above and practice examples in Annex 4) was conducted to 
explore some key themes around components of service development and delivery and the 
characteristics of service users.  
 
1) Service rational and aims 
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In exploring how and why the integrated residential respite provision had come about there 
were a number of key drivers, including improving services and outcomes for adolescents, 
making more efficient use of existing resources (such as care homes) and financial 
incentives around reducing the numbers coming into care. 
 
There was a strong recognition across the models of the distinct challenges and difficulties 
experienced by older children and young people who come to the atteŶƚŝŽŶŽĨĐŚŝůĚƌĞŶ ?Ɛ
social care and the desire to better meet their particular needs. This included a common 
aim to make greater use of preventative strategies to work with troubled and vulnerable 
adolescents and their families:  ‘ǁĞƚƌǇ ƌĞĂůůǇŚĂƌĚ ƚŽŬĞĞƉƚŚĞ ĨĂŵŝůǇ ƚŽŐĞƚŚĞƌ ?  ?Swansea 
Family Support Service, Deputy Manager).  This aim appears to be driven by a number of 
different factors (either individually or combined).  For example, a number of the models 
specifically state the aim to reduce the high number of adolescents going into care, either 
as a means of improving individual outcomes for young people and families (e.g.  a chance 
to address the primary difficulties for the young person rather than the secondary 
difficulties that can arise from coming into long-term care, as noted in case study 3 above) 
and/or to reduce the financial costs to the local authority of entry to care:  
 
 ‘dŚĞƌĂƚŝŽŶĂůĞǁĂƐďĂƐĞĚŽŶƚŚĞŶĂƚŝŽŶĂůĨŝŐƵƌĞƐƚŚĂƚĨŽƌ  ?ǇŽƵŶŐƉĞŽƉůĞǁŚŽǁĞŶƚ
into the care system over the age of 14, 1 in 4 go home in 8 weeks to families that 
ŚĂǀĞŶ ?ƚĐŚĂŶŐĞĚ ?ĂŶĚŵĂŶǇŽĨƚŚŽƐĞĐŽŵĞďĂĐŬŝŶƚŽƚŚĞƐǇƐƚĞŵĂƐǁĞůů ?tĞŬŶŽǁthat 
the outcomes of the young people who enter the system late are not good. When we 
looked at our own figures we were 1 in 2 not 1 in 4. It was costing us a lot of money to 
ďĂƐŝĐĂůůǇŽĨĨĞƌƐŚŽƌƚƚĞƌŵƌĞƐƉŝƚĞ ? ŝŶƚŚĞƐĞŶƐĞŽĨƌĞŵŽǀĂů ĨƌŽŵŚŽŵĞ ?  ?LA ANON 2, 
Head of Service). 
 
Some of the models were driven by a desire to explore more flexible, creative or tailored 
options to meet the individual needs of troubled and vulnerable adolescents and families. 
Equally, integrated residential respite was also seen as a means of addressing difficulties 
earlier and more effectively, thus diverting the crisis that could often result in entry to 
ůŽŶŐĞƌƚĞƌŵĐĂƌĞ P ? the sooner you get out to the family, the sooner they get the help and 
ƐƵƉƉŽƌƚĂŶĚǇŽƵ ?ƌĞŵŽƌĞůŝŬĞůǇƚŽƌĞƐŽůǀĞƐŽŵĞƚŚŝŶŐ ?(Durham Focus Group). For example, 
the provision of planned and supported short term entry to care was seen as an opportunity 
to provide a breathing space for young people and their families, during which further work 
to identify and assess needs could be undertaken and further plans put into action 
accordingly, including, a more planned and supported admission to full time care where 
needed:  
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 ‘ǀĞŶŝĨĐŚŝůĚƌĞŶĞǀĞŶƚƵĂůůǇĂƌĞůŽŽŬĞĚĂĨƚĞƌ/ƚŚŝŶŬǇŽƵĐĂŶƐĂǇĂĐƚƵĂůůǇǁĞŚĂǀĞĚŽŶĞ
everything we can to really look at if this will work to keep the child at home and hand 
ŽŶŚĞĂƌƚĐŽƵůĚǁĞƐĂǇƚŚĂƚŶŽǁĨŽƌĂůůĐŚŝůĚƌĞŶĂŶĚĨĂŵŝůŝĞƐ ?^ŽŵĞƚŝŵĞƐĂůůƉĂƌĞŶƚƐ
need is the ability to have a break, have some time out, have some additional 
ƐƵƉƉŽƌƚ ?ĂŶĚ ƐŽŵe intensive work to have been done with the child as well as the 
ĨĂŵŝůǇ ?(LA ANON 3  W Group manager). 
 
Further motivation for developing an integrated residential respite model included 
recognition of the benefits and successes of short breaks schemes for children with 
disabilities operating across the country, as was the case for a proposed model (see LA Anon 
3) and case study 5 above. 
 
In around half of the examples explored, the need to reconfigure staffing and resources 
after restructuring or closure of long-term residential units was highlighted as the impetus 
for developing residential respite provision. The development of the model was viewed as 
a good use of vacant residential units and importantly an opportunity to retain residential 
staff teams and make maximum use of their skills and experience of working with older 
children and young people: 
  ‘ ?ŽƌŝŐŝŶĂůůǇ ǁĞ ĐůŽƐĞĚ ŽŶĞ ĐŚŝůĚƌĞŶ ?Ɛ ŚŽŵĞ ĂŶĚ ǁĞ ĚĞǀ ůŽƉĞĚ ƐƚƌĞŶŐƚŚĞŶŝŶŐ
ĨĂŵŝůŝĞƐ ?ŝŶƚĞƌǀĞŶƚŝŽŶǁŝƚŚǇŽƵŶŐƉĞŽƉůĞĂŶĚƚŚĞŝƌĨĂŵŝůŝĞƐǁŝƚŚŝŶƚŚĞĐŽŵŵƵŶŝƚǇƚŽ
prevent the need to go into the care system and this has been very effective ? (LA ANON 
2, Head of Service). 
 
2) Characteristics and referral criteria 
There was some variation in criteria for accessing the integrated residential respite models, 
though all focused on the adolescent age group. The age criteria ranged from eight to 17 
years at the point of referral, with most receiving young people aged 10 to 17. In some local 
authorities it was stated that the associated family support services worked with children 
younger than eight, which in some case could include the younger siblings of the young 
person initially referred to the provision. 
 
Contributors to the study offered broad terms to describe the characteristics of the families 
and young people falling into the edge of care target group, such as: 
x At risk of family breakdown 
x KŶƚŚĞ ‘ĐƵƐƉŽĨĐĂƌĞ ? including those needing emergency accommodation 
x Considered at risk of becoming looked after 
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x Family in conflict/in crisis 
x ,ĂǀŝŶŐ ‘ŚŝŐŚĞŶĚ ? difficulties 
x The young person has a hectic and chaotic lifestyle 
x Family known to the service/has had previous admissions to care and experiencing 
continued crisis 
x <ŶŽǁŶĂƐ ‘ƚƌŽƵďůĞĚĨĂŵŝůŝĞƐ ?. 
More specifically, young people and families with a high level of need and a range of risk 
factors were described. For the young person this may include characteristics such as: 
x Emotional and behavioural difficulties 
x Challenging behaviour, sometimes of a violent nature 
x Involvement in criminality 
x School disruption, absence and exclusion 
x Running away / absence from home 
x Substance misuse 
x Risk of child sexual exploitation. 
In addition, the young person may be subject to neglect or domestic violence in the home 
and/or the parent/s may be unable to parent due to substance misuse, mental health 
ĚŝĨĨŝĐƵůƚŝĞƐŽƌƚŚĞĚĞŵĂŶĚƐĂƐƐŽĐŝĂƚĞĚǁŝƚŚƚŚĞǇŽƵŶŐƉĞƌƐŽŶ ?ƐďĞŚĂǀŝŽƵƌ ? 
  
There were a number of examples of additional criteria being attached to planned referrals, 
in order that the family qualify for residential respite and the wider edge of care services. 
Qualifying circumstances included one or more of the following: 
 
x The young person has two or more risk factors 
x Family support services such as FGC have been tried 
x Extended family/kinships options or other forms of informal support have been 
tried or are not available 
x dŚĞƌĞĂƌĞĂŵŝŶŝŵƵŵŽĨƚŚƌĞĞĂŐĞŶĐŝĞƐŝŶǀŽůǀĞĚŝŶƚŚĞǇŽƵŶŐƉĞƌƐŽŶ ?ƐůŝĨĞ 
x All other avenues have been exhausted. 
As discussed in Chapter 4, defining the needs and characteristics of service users tended to 
reflect the local population needs and the range and availability of support options available 
within the local areas and therefore varied across local authorities. 
 
3) Referral routes and assessment 
Referrals for planned integrated residential respite were predominantly internal, i.e. from 
ŚŝůĚƌĞŶ ?Ɛ^ĞƌǀŝĐĞƐƚĞĂŵŵĞŵďĞƌƐ ?ďƵƚcould also be made by other professionals via multi-
agency hubs, e.g. education, health, police, youth justice professionals. Some practice 
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examples emphasised the need for extensive paperwork at referral, to enable assessment 
by the family support teams and/or referral panels to assess whether the adolescent/family 
reached the threshold for services and the appropriateness of residential respite, and in 
order to develop appropriate packages of support. The contributor from North East 
Lincolnshire for example, highlighted the need for obtaining detailed information about 
young people being referred for respite in order to understand their needs at baseline and 
thus to be able to identify progress and outcomes. Gathering detailed information also 
aided matching (see below). Some practice examples stressed the importance of teams 
working together at referral so that a needs led packages of support could be devised and 
relationships built with families from the outset, as was the demonstrated by Durham ?Ɛ
approach. A key theme was the development of contracts and care plans in consultation 
with the family and young people, with clearly defined programmes of work, goals and 
respite periods. 
 
Some local authorities, as discussed earlier, had (or were in the process of developing) a 
ƐŝŶŐůĞƌĞĨĞƌƌĂůƉĂƚŚǁĂǇŽƌ ‘ŽŶĞĚŽŽƌ ?ĂƉƉƌŽĂĐŚĨŽƌĂƐƐĞ ƐŝŶŐ ?ĂůůŽĐĂƚŝŶŐĂŶĚŝŶƐŽŵĞĐĂƐĞƐ
supporting adolescents throughout the various pathways, whether into care or into 
preventative interventions. This approach, designed to provide a streamlined multiagency 
needs led approach that enables allocation of a consistent support worker, is a key feature 
of several interventions being tested by the DfE CSCIP projects (see Annex 5). 
 
Many of the residential units included one bed that had been assigned for emergency/crisis 
intervention in addition to beds for planned referrals. In the case of Swansea, the residential 
respite provision was devoted to crisis entry (see Annex 4). Crisis beds were for young 
people who had been thrown out or abandoned or had run away or left home and were at 
immediate risk of entry to care due to family breakdown. In these situation referrals were 
made by the Police, Emergency Duty Team or social work teams. 
 
 
 
4) Duration of respite provision 
The duration and frequency of respite provision was dependent on the number of factors 
including capacity. The residential units tended to be small group homes with the number 
of beds available for respite varying from three to six across the different models with most 
including at least one bed for crisis/emergency referrals. Staffing and resources also 
impacted upon different levels of provision, for example. Blackburn with Darwen offered 
overnight respite from Friday to Monday inclusive, whilst Durham provided respite seven 
days per week. 
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The duration and frequency (availability allowing) was, according to most respondents, 
tailored to the individual needs of the young people and family:  
 ‘The provision varies anĚŝƐƚĂŝůŽƌĞĚĂƌŽƵŶĚƚŚĞǇŽƵŶŐƉĞƌƐŽŶ ?ĨĂŵŝůǇ ?ƐŶĞĞĚƐ ?ŝŶƐŽŵĞ
instances it can be for a period of a number of short breaks whilst working alongside 
ƚŚĞĨĂŵŝůǇǁŝƚŚŝŶƚŚĞŚŽŵĞ ? ?Kingston-upon-Hull, Assistant City Manager). 
 
 ‘dŚĞŵĂũŽƌŝƚǇŽĨǇŽƵŶŐƉĞŽƉůĞǁŚŽ use this service do so as part of an agreed package 
of support. Packages vary in frequency but the average number of nights is 4 per 
ŵŽŶƚŚ ? (Thameside Metropolitan Borough Council, Head of Integrated Services). 
 
Models tended to gradually decrease the respite intensity as the intervention progressed 
and some were able to offer respite to re-referrals or increase the duration of respite 
provision beyond the usual timeframe, where needed. There was considerable variation 
across the different practice models, ranging from a one-off stay of one to three nights; a 
series of overnight stays ranging from one night per week over the course of one month to 
one night per week over a year (e.g. North East Lincolnshire); up to three nights per week 
over a four month package (e.g. Durham) or over a package of up to six months (e.g. Wigan); 
to providing a continuous respite stay for up to 12 weeks, depending on the model and 
programme of work (e.g. Swansea). As discussed above, the frequency and duration of stays 
is closeůǇƚŝĞĚŝŶƚŽůĞŐĂůƐƚĂƚƵƐĂŶĚŐƵŝĚĂŶĐĞĂƐƚŽƚŚĞĚĞĨŝŶŝƚŝŽŶŽĨ ‘ƌĞƐƉŝƚĞ ?ŽƌƐŚŽƌƚďƌĞĂŬƐ
placements (see DCSF, 2010). 
The respite provision involved initial assessments and planning and review meetings. Most 
models referred to carrying out reviews of respite stays at set intervals and building in exit 
strategies within the care plan, and building in plans for referrals to further support options, 
whether mainstream services or  entry to full time care. For example, in one local authority 
a tailored 12 week package of supported respite was provided, which included a planning 
meeting once referred to identify needs and plan the nature and level of services; assisting 
young people and parents with behaviour difficulties; putting strategies in place to work 
towards resolving difficulties; clear communication of a set of agreed goals, 12 week 
maximum duration and exit strategy and sign-posting to other services.  The work is 
reviewed after six weeks and again at 12 weeks at which point it will be assessed as to 
whether adolescents and families require continued support within the service and/or 
would benefit from referral onto other specialist services (LA ANON 1). 
 
5) Legal Status 
The legal status of children and young people entering respite varied both within the 
residential unit/family support provision and across the local authorities. There are some 
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examples of young people receiving residential respite under Section 17 (Children in Need) 
e.g. see North East Lincolnshire above. Alternatively, other edge of care services were  
making use of Section 20, ŝŶĐůƵĚŝŶŐ ‘Moorside ? (Durham County Council) where it was felt 
that this provided access to a greater range of services and to the cycle of reviews. Whilst 
the nature of the package of respite offered by Swansea, i.e. up to 12 weeks, classified 
young people under Section 20. 
 
^ŽŵĞ ƉƌĂĐƚŝĐĞ ĞǆĂŵƉůĞƐ ĚĞƐĐƌŝďĞĚ ƚŚĞ ůĞŐĂů ƐƚĂƚƵƐ ŽĨ ǇŽƵŶŐ ƉĞŽƉůĞ ĂƐ   ‘ŚĂǀŝŶŐ Ă ĐŚŝůĚ
protection plaŶ ?ŽŶĞŶƚƌǇƚŽƌĞƐŝĚĞŶƚŝĂůƌĞƐƉŝƚĞŽƌ^ĞĐƚŝŽŶ 17 (CIN), which then converted to  
Ă ‘ƚĂƌŐĞƚĞĚĞĂƌůǇŚĞůƉƉůĂŶ ?ŽŶĐĞŝŶƚŚĞƵŶŝƚ ?ƐĞĞ^ŚƌŽƉƐŚŝƌĞĂďŽǀĞ ? ?ŶƵŵďĞƌŽĨƚŚĞƵŶŝƚƐ
received referrals from young people who were already accommodated or living with their 
parent of family on a care order and the placement had broken down or was at risk of 
breaking down.  
 
As the practice examples show, the duration of respite provision and the legal status of 
young people accessing the provision varied across the practice models. This reflects the 
degree of  diversity in how local authorities were interpreting the guidance on using short 
breaks and respite (DfE, 2014c) and in how they were defining their own types of provision. 
This perhaps highlights an issue that requires further exploration and clarification.  The 
duration for short breaks set down by the Children Act was revised after the introduction 
of new legislation in 2012.  The statutory guidance now states that each short  break (or 
respite stay) must include at least one night away from home and should not exceed 17 
continuous days or more than 75 days of accommodation away from home under a single 
agreement in any twelve-month period.  The guidance also states that short stays/respite 
should be classed as section 20 and coded as V3 or V4 for the purpose of monitoring to 
avoid the associated administrative burden of registering each respite stay as an entry to 
care.  The legal status of young people accessing the service (e.g. a section 17 or section 20) 
carries wider implications for regulations around planning and reviewing provision and 
accessing broader statutory services (DfE, 2014c).   
 
6) Matching and managing the respite group 
A key feature of residential respite provision is by its nature, the frequently changing 
resident group. Not only will different young people stay for different durations each week 
ďƵƚĞĂĐŚǇŽƵŶŐƉĞƌƐŽŶ ?ƐƐƚĂǇŵŝŐŚƚĐŚĂŶŐĞǁĞĞŬďǇǁĞŬĂƐƚŚĞŝŶƚĞŶƐŝƚǇŽĨƚŚĞŝƌƐƵƉƉŽƌƚ
decreases according to need. Matching might also need to take into account staff rotas to 
ensure consistency of key worker and support.  For a number of the models, this 
necessitated careful and thoughtful planning not only to introduce a degree of consistency 
and stability but also to ensure that the group worked well together.  Matching of young 
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people taking up the planned residential respite was highlighted as a key factor in the 
success and smooth running of the provision by a number of contributors to the survey. The 
factors that were taken into consideration included: age, the level of need and behaviour 
of the young people, consistency of staff and peers and, for large county councils where 
there was a need to arrange transport to collect young people, geography. In the main, 
minimising the age variation was felt to be important for safety and compatibility, however, 
it was noted by two contributors, including LA ANON 1, that the personality of the young 
people was often the deciding factor, for example, in cases where an older young person 
had displayed nurturing qualities and might prove to be a positive role model, it could be 
useful and appropriate to match them with younger children (see Annex 4). 
 
A key challenge arising from residential short breaks was concern about the potential 
negative impact on young people if the mix proved not to be compatible, particularly 
around escalating high risk behaviours.  In addition, where young people are referred to 
residential respite on an emergency basis, matching will not be possible and the potential 
for disruption may be greater.   
 
Though matching, where it was possible to do so, might go some way to  ensuring that  
respite stays were well planned and managed,   consistency and stability and in some cases 
negative group dynamics are  nevertheless important considerations for  respite provision, 
whether within residential or smaller foster care settings.  For example, one contributor 
offering short breaks in foster care for adolescents on the edge of care noted: 
 
 ‘Challenges could be faced in bringing young people together who are in similar 
ƐŝƚƵĂƚŝŽŶƐǁŚŝĐŚĐŽƵůĚĐƌĞĂƚĞĂŶĞŐĂƚŝǀĞŝŶĨůƵĞŶĐĞ ? ?Head of Service, London Borough 
of Lambeth). 
 
7) Approaches to adolescent and family support  
Unsurprisingly, given that many of the models had developed in isolation and in order to 
accommodate local need and settings, service provision across the models varied to some 
degree in terms of service user characteristics, referral routes, as noted above, and also the 
types of provision and approaches offered to adolescents and families as part of the 
integrated package of respite support. Nevertheless there were also a number of common 
features across the practice examples. 
 
In broad terms, most of the models described the need for holistic and flexible approaches 
that could be tailored to address the individual needs of adolescents and their families.  
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dŚĞƌĞǁĂƐĂŶĞŵƉŚĂƐŝƐŽŶƌĂƉŝĚĂŶĚƚŝŵĞůǇ ƌĞƐƉŽŶƐĞƐ ƚŽĚŝĨĨŝĐƵůƚŝĞƐƉƌŽǀŝĚŝŶŐƚŚĞ  ‘right 
intervention at the right time ? ĨŽƌ ƚŚĞ ĨĂŵŝůǇ ?  ŽŵŵŽŶfeatures included work on 
relationship building that included supporting young people and parents or carers to rebuild 
and strengthen their relationships with each other. Importantly, there was also an emphasis 
on the need to foster positive, consistent and trusted relationships between adolescents, 
families and the professionals supporting them: 
  
 ‘tĞ ?Ě recognised that you know that a relationship is the most significant in terms of 
ŵĂŬŝŶŐ ĞĨĨĞĐƚŝǀĞ ĐŚĂŶŐĞƐ ŝŶ ĨĂŵŝůŝĞƐ ĂŶĚ ĨŽƌ ǇŽƵŶŐ ƉĞŽƉůĞ ? ?LA Anon 2, Head of 
Service).    
 
In several examples, this involved utilising the skills and experiences of the residential 
workers themselves, or in some cases upskilling staff, to provide outreach support to 
families to carry out support to prevent family breakdown and deliver some of the 
approaches outlined below. This also encompassed work to fully reintegrate young people 
and families after the respite provision had ended.  Work with young people within the 
residential unit (and in some cases residential worker outreach support) tended to be 
delivered in parallel to support from a separate team of family and adolescent support 
workers carried out with the family home.   
 
Most of the models shared common goals, these being to resolve difficulties by improving 
family relationships, addressing problem behaviours, maintaining education participation, 
and promoting empowerment and positive youth and family activities and increasing skills. 
Work to signpost future sources of help, activities and information was also undertaken to 
ensure families sustained positive progress beyond the programme of respite and family 
support.  The strategies and approaches to achieve these goals, however, tended to vary 
according to the menu of programmes and approaches available to the local models.   A full 
exploration of the types of programmes delivered by the models was not possible within 
the remit of this evidence scope, often because our interviews were carried out with 
residential mangers rather than the family support team managers who were responsible 
for delivering the programmes of wider family support. Behaviour and anger management 
programmes and communication skills were frequently mentioned as was youth 
empowerment and participation opportunities such as leisure activities, car mechanics, 
outdoor pursuits and locating and establishing networks and opportunities in the young 
ƉĞŽƉůĞ ?ƐŚŽŵĞůŽĐĂůŝƚǇ: 
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 ‘/ƚ ?ƐĂďŽƵƚŚŽǁĐĂŶǁĞůŝŶŬĂĐŚŝůĚŝŶƚŽǁŚĂƚŝƐŐŽŝŶŐŽŶŝŶƚŚĞŝƌůŽĐĂůĐŽŵŵƵŶŝƚǇ ?,Žǁ
ĐĂŶǁĞŐĞƚŝŶǀŽůǀĞĚ ?ǁŚĞƚŚĞƌƚŚĂƚ ?ƐƐƉŽƌƚƐ ?ůĞŝƐƵƌĞ ?ĂƌƚƐĐůƵďƐ ?ŚŽǁĐĂŶǁĞŐĞƚƚŚĞŵ
linked back in to their local community and build those sort of support networks 
ĂƌŽƵŶĚƚŚĞŵ ? ?LA Anon 3, Group Manager). 
 
Examples of more structured support and evidence based practice models, where available 
to local teams, included parenting programmes such as Triple P, Family Group Conferencing 
(FGC), restorative practice, mediation, asset building and strengthening ĨĂŵŝůŝĞƐ ? 
approaches.  Some models provided or brought in specialist or therapeutic services and 
workers to address particular needs:  
 
 ‘ Qchallenging behaviour is a key trigger for parents to question their ability to 
continue to care for the young person. Behaviour Therapists will provide practical 
support in the home and across the range of settings ƚŚĞ ǇŽƵŶŐ ƉĞƌƐŽŶ ĂĐĐĞƐƐĞƐ ? 
(Thameside Metropolitan Borough Council, Head of Integrated Services). 
 
One example involved therapeutic services based on motivational interviewing, solution 
focus thinking and signs of safety techniques to help families through crisis situation (see 
Swansea Family Support Service Annex 4). 
 
 
8) Monitoring and evaluation 
Data on service impact and assessments of outcomes for adolescents and families were 
limited across our practice examples. That which was provided verbally or via hard copy 
related mainly to internal monitoring reports or reviews of the numbers referred to 
adolescent support teams and respite services.  Only a few models referred to external 
evaluations (e.g. see Durham and Stockport).   Very little monitoring information was made 
available for this evidence scope but data gathered during the course of the interviews and 
via the e-surveys indicated a high degree of satisfaction amongst service managers and staff 
with the delivery and impact of services to date. This was mostly expressed in terms of the 
numbers considered to have been diverted from entering full time care, at least in the in 
the period soon after integrated residential respite had ended.  Internal data and evaluation 
reports commented positively on the reduction of adolescents going into care and some 
were able to provide data on the associated cost savings to the local authority. There 
appeared to be a lack of detailed and longitudinal exploration of the different models and 
their impacts at organisational level and importantly from the perspectives of service users, 
highlighting the need for robust evaluation.  Those services receiving funding through the 
CSCIP programme, however, welcomed the opportunity for external evaluation, as required 
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by the programme.  As noted earlier, the first round of evaluation results will be available 
in spring 2016. 
 
Potential for change. 
Our data suggests potential benefits associated with the development of respite support 
that involves direct work with young people and is accompanied by work with their families, 
with the goal of preventing family breakdown and entry to care.     
 
For young people, respite services can provide a stabilising environment, where 
opportunities for comprehensive and gradual assessment of their immediate and surfacing 
needs can facilitate better planning and long term support.  Respite also offers an 
opportunity for interventions to take place with young people directly in a supportive and 
in some cases, less intimidating environment, where resilience, self-esteem and family 
relationships can be strengthened through positive engagement, targeted support 
packages alongside maintaining the relationship between adolescents and their families.   
 
An integrated respite approach also offers benefits and gives opportunities to families 
themselves. Respite care offers opportunities for a breathing space to reduce relationship 
pressures and to decrease a sense of isolation in coping with difficulties.  In addition, a 
common message arising from the data was the benefits of providing a less adversarial 
approach that can promote a more positive working relationship between families and 
professionals. For example, the provision of non-statutory outreach provision might be 
more appealing and therein foster a more productive relationship between parents and 
professionals where support with improving parenting skills and behaviour management 
techniques are embedded within a whole family intervention package of. Respite can also 
avoid the negative impact or  ‘shock ? of a sudden entry to care, providing a smoother 
transition into a placement, whether temporary or for those who need to remain in care. 
 
Respite also brings benefits to services and local authorities. Service managers emphasised 
the need for respite services to be embedded within a package of family support to be most 
effective.  This required a strong multi-agency strategy and one that can operate fluidly yet 
robustly, with clear and agreed objectives. There was also evidence that this type of service 
offers an opportunity to work with the complex needs of young people and families in a 
cost-effective manner that could prevent the need for long term care placements.  This 
could bring about reductions across several areas.  For example,  in the numbers of looked 
after children; in the costs associated with  residential care; and in the costs associated with 
having to address unmet needs for young people transitioning out of care as young adults.  
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It is important, however, that cost savings and reducing the numbers in long term care do 
not blur the wider benefits of the approach.  There is a need to more fully understand if and 
how this option improves outcomes and how it might fit within the overall offer to 
adolescents and families in difficulties and distress.   
 
Our review of the practice evidence demonstrates innovative approaches utilising 
residential respite to support adolescents on the edge of care as part of an integrated 
package of family support. The practice models discussed illustrate the potential for 
broadening the menu of preventative options and offering scope to meet a wider range of 
family and adolescent needs.  For this to happen effectively there is a need to review how 
care is used in the UK. As commentators have noted it is time to reconsider how care is both 
viewed and delivered and to move away from a delineated model of  ‘in care or out of care 
support ? where care, and residential care more so, is seen as a last resort.  The examples of 
respite provision discussed in this report (whether in residential or foster settings) 
demonstrate a more creative and flexible approach and show that the sector is already 
taking steps ƚŽǁĂƌĚƐƚŚĞ ‘ĐŽŶƚŝŶƵƵŵ ?ĂƉƉƌŽĂĐŚ ? It seems timely, therefore, to consider a 
comprehensive policy review of how such options might operate most effectively alongside 
rigorous evaluations to understand how and with whom the various options work best. The 
current innovation programme (see CSCIP summaries in Annex 5) will demonstrate the ways 
in which local authorities and service providers are making changes to the way care and 
edge of care support is delivered. The resulting practice and research evidence carry the 
potential to greatly inform developments in future policy and practice. 
 
Summary Points 
 
x The scoping study has provided evidence on a range of established residential respite 
models. These varied in terms of the packages of support they offered adolescents and 
families. 
x Evidence from the practice examples suggests that respite can make an important 
contribution to offering appropriate and timely support. It can provide an all-round 
 ‘ďƌĞĂƚŚŝŶŐƐƉĂĐĞ ? W for young people, for their families and for services to be able to gain 
a deeper understanding of need over time rather than at the point of crises.   
x For those who are assessed as needing longer term care the gradual steps into care 
might facilitate a more successful adjustment to moving from home to care, improving 
stability and longer term outcomes by avoiding or minimising the sudden jolt of going 
directly into full time care during crisis.  
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x Using residential respite, rather than respite foster care, might prove particularly useful 
in addressing some of the logistical issues of respite stays (e.g. residential units offer 
scope for several young people making use of short respite stays each week and can 
prove less disruptive as they come and go than might be the case within a family 
environment) and can meet the needs of older adolescents with more challenging 
behaviours. 
x Experts caution against parachuting in another approach to the current system. They  
call for greater fluidity in responses to adolescents in need of support, which should 
break away from the view of care as a last resort and from a binary system of in care or 
not. This would require moving  towards a continuum in which full time, part time, long 
term and short term care forms an option within a menu of complementary elements, 
intervention and approaches (that can be mixed and matched) to best support the 
young person and family. 
x A number of factors were identified by contributors as being key to effective respite 
provision.  These include rigorous referral and assessment mechanisms, appropriate 
matching of young people, the need for tailored, needs led packages of support. 
x The variation in approach suggests a need for greater clarity and review of the legal 
status of young people accessing respite and the current regulations governing respite 
stays.  
x Further research is necessary to understand if and how the use of respite combined with 
family support can improve outcomes for adolescents on the edge of care.  This includes 
scope to understand what changes might be required at policy and operational level to 
facilitate the effective use of this option and what the longer term impacts upon 
adolescents and their families are, e.g. does it divert adolescents from care or delay 
entry to care.  
x Care will be necessary for some young people at some point in their lives, but a proactive 
approach to dealing with needs can ensure that if and when it becomes necessary it can 
be used effectively and efficiently to achieve the best outcome.   
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8. Supporting adolescents on the edge of care: 
opportunities and challenges. 
 
Messages from the review 
The three aims of the evidence reviews included: 
 
 
 
1Adolescence is a vulnerable age and far more so for those who are in or on the 
edges of care due to risk, trauma, neglect and family distress. The number of children and 
young people in care is currently higher than any time in the past twenty years. Adolescents 
make up a significant proportion of those currently in and at risk of entering care.  Early 
adolescence (10 -15 years) is the most common time to enter care. The evidence 
demonstrates that older care entrants tend to have more entrenched and complex 
difficulties, which can be related to their long term exposure to maltreatment, difficult 
home circumstances and their own increasing vulnerability to risk and behavioural 
difficulties associated with the adolescent life stage.  
 
Alongside this, there is a continuing pressure on local authorities to provide sufficient care 
options coupled with a shortfall in the number of foster carers and in other options due to 
 ?Understanding more about adolescents on the edge of 
care, their families and their needs.1
 ?Defining the parametres of edge of care.2
 ?Identify ing existing evidence for effective interventions 
and  family support with a particular focus on the 
potential  of residential care as an edge of care service.
3
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the costs and closures of residential units.  This has to be juggled with the pressure to reign 
in the costs of expensive care placements by reducing the number entering care. 
 
Despite a raft of legislative changes and practice developments focused on improving 
experiences and outcomes for care experienced young people, recent research continues 
to echo over two decades of findings that many young people leaving care do so with a 
range of continuing difficulties and inadequately addressed needs, placing them at long 
term disadvantage and in need of support services. The rates of homelessness, mental 
health problems, offending and non-participation in education, employment and training 
are higher in comparison to same age young adults who have not been in care.   
 
&ƵƌƚŚĞƌŵŽƌĞ ?  ‘ĂĚŽůĞƐĐĞŶƚĞŶƚƌĂŶƚƐ ? to care are less likely to settle in care and therefore 
more likely to move on from a care placement to independent living early, aged 16 to 17. 
They tend to do so with a higher number and level of difficulties, which in part might be 
connected to a lack of opportunity for the assessment of needs and receiving appropriate 
support whilst in care, due to placement movement and earlier transitions to independent 
living.  
 
Care statistics also show that entry to care for adolescents can often be short term and crisis 
driven, and many will return home within a few months, often to families where there has 
been no change in circumstance or support to resolve the difficulties.  Evidence of long term 
contĂĐƚǁŝƚŚĐŚŝůĚƌĞŶ ?ƐƐĞƌǀŝĐĞƐƉƌŝŽƌƚŽĞŶƚƌǇƚŽĐĂƌĞĂŶĚ, also of previous care episodes for 
adolescent entrants, suggests a history of failed attempts to return young people home 
safely. 
 
While recognising that in some instances, care is the most appropriate option for some 
young people for whom remaining at home is not safe or possible, there are groups for 
whom the need for entry to care is less clear cut and for whom care should not be the only 
option. There is scope, therefore, to give more focused attention to the needs of these 
adolescents on the edges of care.  A greater consideration of their particular life-stage, their 
vulnerabilities, the complex and various ways that past experiences will manifest during 
adolescence and the particular ways in which older children and young people might cope 
with and react to trauma and change.  Of course adolescents are not all the same  W though 
there is a growing body of research that has identified patterns that suggest that certain 
emotional, behavioural and social traits and risks can be attached to adolescence.  Whilst 
certain evidence, such as that around brain development, are relatively new and attract a 
level of caution, drawing upon the full evidence base could nevertheless be more effectively 
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utilised to plan and deliver a wider range of age and need appropriate options for 
ĂĚŽůĞƐĐĞŶƚƐǁŚŽĐĂŶ ?ƚƌĞůǇŽŶĨĂŵŝůǇŶĞƚǁŽƌŬƐĂůŽŶĞƚŽŚĞůƉƚŚĞŵŶĂǀŝŐĂƚĞƚŚƌŽƵŐŚ ?ǁŚĂƚ
experts have called  ‘that difficult ĂŐĞ ?.   
 
A consideration for services, therefore, is whether policy and service developments are 
operating creatively and effectively enough to best engage with and support adolescents. 
Edge of care is commonly understood to refer to prevention strategies aimed at 
avoiding family breakdown and the need for entry to care for children and young people.  
The evidence on defining the edge of care suggests that it is complex, difficult to locate and 
varies according to different local authorities and services.  Furthermore, there are concerns 
that the concept unhelpfully implies (and even creates) further thresholds for families to 
cross in order to access support.  There is also the concern that it emphasises the view that 
care is a last resort, reached by  ‘falling off the edge  ?. 
 
A further concern is that edge of care provision is driven by cost savings in its focus on 
reducing the numbers going into care instead of focusing on the needs of the young person 
and family. 
 
There are (and have been) a considerable range and number of national and local  
programmes aimed at supporting troubled families and young people, who might be 
considered to be at or moving towards the edge of care. This has been accompanied by 
substantial investment - at least at programme start up. 
 
Reviews of the practice evidence and the respective evaluations of the family support 
interventions, report some positive findings on effectiveness (e.g. the number of service 
users experiencing improvements, numbers being diverted from care or custody etc.). They 
also highlight factors that contribute to effectiveness at both: 
 
x an operational level (multi-agency working with clear roles and responsibilities, 
effective leadership and commonly, the allocation of a dedicated worker to support 
the families through the various service pathways)  
x an individual level (types, intensity and duration of the difficulties, willingness and/or 
ability to engage with the programme etc.). 
There is an increasing use of evidence based practices and new attempts to reshape 
services.  Most, however, operate fixed eligibility criteria, which might limit their ability to 
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reach certain groups e.g. based on age, type and level of difficulty, type of circumstances 
etc. So, whilst there appears to be evidence of positive outcomes, the geographic or 
eligibility driven patchiness in availability means that it is not always an option for 
adolescents and families in difficulty.  A further obstacle that might affect availability, as 
seen from previous programmes,  is the funding stream for programmes, which can dry up 
or be diverted as national or local government priorities change or evidence based practices 
come in or go out of favour.   
 
The current CSCIP funding stream has served to reinvigorate the attention on developing 
creative approaches to supporting adolescents and their families, and includes a focus on 
edge of care provision.  The evaluation programme, which will report back in March 2016, 
should provide an opportunity to gather more detailed evidence on how edge of care 
provision is defined, targeted and operated, and in what ways it can make a difference to 
the outcomes for young people, their families and services. 
 Data from the practice examples and case studies gathered during this brief 
evidence scope demonstrate some benefits associated with the development of respite 
services, which aim both to support young people and to work with their families, with the 
goal of preventing family breakdown and entry to care. As discussed in the previous 
chapter, these levels of perceived gain  W young people, family and local authority services  W 
are the central drivers for the reconfiguration of support for young people. For young 
people, respite services offer access to a positive and potentially stabilising environment, 
where robust assessment of their needs enables effective long-term planning for their 
support.  Respite also affords the opportunity for interventions to take place with young 
people directly and to focus on strengthening self-esteem and resilience through positive 
engagement while maintaining the relationship with their families.  Additionally, respite 
ǁĂƐƚŚŽƵŐŚƚƚŽŚĞůƉŝŶƐƵƉƉŽƌƚŝŶŐǇŽƵŶŐƉĞŽƉůĞƚŽ ‘ďƌĞĂŬƚŚĞĐǇĐůĞƐŽĨŶĞŐĂƚŝǀĞďĞŚĂǀŝŽƵƌƐ ? ? 
 
For families and parents, respite care offers opportunities to reduce relationship pressures 
where these are escalating and to decrease a sense of isolation when handling difficulties.  
Additionally, non-statutory outreach support presents a potentially more appealing 
relationship with professionals, where parenting styles and behaviour management 
techniques can be developed and the prospect of keeping family members together seems 
to be achievable with tailored support.   Respite can also reduce the potentially damaging 
impact, or even shock, of going into care, providing a smoother transition into a placement, 
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even for those who need to remain in care:   ‘sometime when your child has come into care 
and gone into another environment, all of the emotional things that come with that.. ƚŚĞǇ ?ƌĞ
ĂůůŶĞǁƉƌŽďůĞŵƐĂŶĚĐŚĂůůĞŶŐĞƐ ?ďĞĐĂƵƐĞƚŚĂƚĐŚŝůĚŚĂƐĐŽŵĞŝŶƚŽĐĂƌĞ ?ĂŶĚƚŽďĞĂďůĞƚŽ
ƚĂŬĞƚŚŽƐĞĂǁĂǇŝƐĂŵĂǌŝŶŐ ? ? 
 
With the benefits to services in mind, it was apparent to participants that respite services 
present an integrated opportunity to work with the complex needs of young people and 
families in a cost-effective manner which could prevent the need for long term care 
placements.  Potentially, this results in three major reductions: in the numbers of looked 
after children; in the costs associated with residential care; and in the costs associated with 
leaving care.  Furthermore, keenly felt service advantages were seen to lie in families 
retaining responsibility for their children.   
 
While the above advantages of respite provision seem hard to dispute, there are challenges 
presented in bringing about this shift in service direction.    At a very pragmatic level, respite 
services need to retain under-occupancy and this may be difficult to sustain in the face of 
the need to fill beds to maximise cost efficiencies.  In a similar vein, the issue of needing to 
retain flexibility in service delivery is set against the need to plan a service.  Firm agreements 
for multi-agency support need to be negotiated.  Importantly, the move towards 
preventative work with young people and families was seen to require overall commitment 
at all levels of an organisation and concomitant, coherent leadership to bring this about.   
Our respondents emphasised that a singular approach to this development was unlikely to 
be successful:  ‘ũƵƐƚůĂƵŶĐŚŝŶŐŝŶƚŽƐŽŵĞƚŚŝŶŐŝŶŝƐŽůĂƚŝŽŶůŝŬĞƚŚĂƚŝƐŶ ?ƚŐŽŝŶŐƚŽŐĞƚǇŽƵƚŽ
ǁŚĞƌĞǇŽƵǁĂŶƚƚŽďĞ ? ?  The value of informed leadership was thought to be fundamental, 
where a whole systems approach was used in bringing about this change.  This involves a 
nuanced understanding of the purpose and function of all forms of care, as distinct from 
simply alternating away from support for residential care towards a preference for 
preventative work.  Much depends on the influence of elected members and senior 
managers, and time and attention needed for establishing their understanding, clarity and 
support.   
 
A fundamental concern lies in the issue of positive engagement of young people and their 
families:  ‘ŝƚ ?Ɛ ŐŽƚ ƚŽ ďĞ ƐŽŵĞƚŚŝŶŐ ƚŚĞǇ ǁĂŶƚ ƚŽ ĚŽ ĂŶĚ ǁĂŶƚƚŽ ĞŶŐĂŐĞ ŝŶ ?.   For those 
services with experience in work of this nature, there was an awareness that engagement 
could be difficult to secure:   ‘where the families, although ƚŚĞǇ ?ǀĞƐŝŐŶĞĚƵƉƚŽƚŚĞǁŽƌŬ ?
ƚŚĞǇŚĂǀĞŶ ?ƚĞŶŐĂŐĞĚ ?ƚŚĞǇ ?ǀĞĂǀŽŝĚĞĚĂŶĚǁĞ ?ǀĞŚĂĚƚŽĐůŽƐĞƐŽŵĞŽĨƚŚĞĐĂƐĞƐďĞĐĂƵƐĞ
ĐůĞĂƌůǇŝƚ ?ƐŶŽƚƌŝŐŚƚĨŽƌƚŚĂƚĨĂŵŝůǇ ?.   A vital aspect in this respect was seen to be the strength 
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of the agreement made with families:  ‘ŝƚ ?ƐĂďŽƵƚŐŝǀŝŶŐƉĂƌĞŶƚƐĂĐůĞĂƌŵĞƐƐĂŐĞƚŚĂƚǁĞ
ĂĐŬŶŽǁůĞĚŐĞ ƚŚĂƚ ǇŽƵ ?ƌĞ ŚĂǀŝŶŐ ĚŝĨĨŝĐƵůƚŝĞƐ ǁŝƚŚ ǇŽƵƌ ĐŚŝůĚ ?ĂŶĚ ǁĞ ĐĂŶ ŽĨĨĞƌ ǇŽƵ ƐŽŵĞ
ƌĞƐƉŝƚĞ ?ďƵƚǁŚŝůƐƚǇŽƵ ?ƌĞĂĐĐĞƐƐŝŶŐƚŚĂƚƌĞƐƉŝƚĞǁĞǁĂŶƚƚŽŚĂǀĞƐŽŵĞŽŶĞǁŽƌŬǁŝƚŚǇŽƵ
ƚŽŽ ? ?  
 
A counterbalance to potential lack of engagement was seen as the potential for increased 
dependency on services and also an accompanying opening of floodgates or net widening 
effect P ?ƚŚĞƌĞŝƐ ? ‘certainly a cycle where you might get increased pressure on services where 
ǇŽƵ ?ƌĞ ŝĚĞŶƚŝĨǇŝŶŐ ŵŽƌĞ ĨĂŵŝůŝĞƐ ǁŚŽ ŶĞĞĚ ŚĞůƉ ? ŝĨ ǇŽƵ ?ƌĞ ĚŽŝŶŐ ĞĂƌůǇ ŝŶƚĞƌǀĞŶƚŝŽŶ
ĞĨĨĞĐƚŝǀĞůǇ ? ? There was acknowledgement that this brought with it a need for assessments 
to accurately identify the levels of need whilst ensuring the availability  of appropriate 
support to meet those who required it. Alongside this came the awareness that returning 
home after a short break may be difficult to achieve at times, as a positive direction in 
relationship developments was not straightforwardly accomplished.  
 
The demands placed on respite staff could be difficult to manage, particularly where 
residential staff were being moved towards providing outreach services or particular 
therapeutic interventions.  Improved staff training and skills and a willingness to work 
alongside other service professionals to achieve the best outcomes for the adolescent were 
thought to be essential.  Much of the potential for good practice was seen to depend on the 
accuracy of ongoing assessments within the respite service, particularly in terms of crisis-
driven admissions.  Just as living in residential care brings with it the potential for negative 
associations, respite breaks were thought to offer a chance for negative influences to take 
hold, and again, these present challenges to staff, young people and families.  The need for 
regular risk assessments, as issues come to light and for careful matching of the young 
people to manage risk and group dynamics were discussed as ways around some of these 
challenges. 
 
Reflected in our data was the abiding and intractable difficulty with the move towards 
family-based preventative services.  This was the lack of potential for respite services to 
address the needs of those young people in situations where poor family relationships lie 
at the root of the difficulties that young people experience: ŝƚ ?Ɛ ŶŽƚ ƐŝŵƉůǇ Ă ŵĂƚƚĞƌ ŽĨ
ĞǀĞƌǇŽŶĞ ?ƐďĞƚƚĞƌŽĨĨĂƚŚŽŵĞ ?ďĞĐĂƵƐĞƋƵŝƚĞĐůĞĂƌůǇƚŚĞǇ ?ƌĞŶŽƚ ? ?For some adolescents on 
the edge of care, difficulties of this nature are likely to form entrenched aspects of their 
everyday lives and preventative approaches might prove ineffective or indeed detrimental 
if they delay entry to care.   
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This brings us back to the issues of whole system change, where prevention and entry to 
care form a more integrated part of a child and family support system, along the lines of 
European models, rather than care being seen as a last resort and therefore something to 
be avoided.  Where there is a need for long term care, the process could be better managed 
and less delineated.  Equally, the need for high quality and effective care placements 
remains, and developing other options should not divert from investment in good quality 
foster and residential care for those who need it.   
 
As discussed, whilst respite care appears to present many opportunities and benefits within 
the wider edge of care menu, it is important that cost savings and reducing the numbers 
going into care do not obscure the need to more fully understand if and how this type of 
support might contribute to better outcomes for adolescents and their families.  Our 
practice examples suggest that the frequency and quality of measurement and 
performance data is currently variable and often limited to internal monitoring reports.   
There is a need for further research to unpick how this option might improve the chances 
of successful family reintegration or offer a smoother and more stable transition into (or 
out of) care. The recent DfE CSCIP funding stream explicitly acknowledges the potential 
benefits of therapeutic residential respite for edge of care adolescents and their families 
and it will offer scope to test out this approach more widely. That said, a long term external 
evaluation to explore how such provision is operationalised and if and how it can achieve 
its goals to safely prevent entry to care and produce positive long term outcomes for 
adolescents and their families, is essential for establishing a robust evidence base.   
 
Key Messages  
The evidence scope raises a number of considerations for the use of residential respite or 
 ‘ƐŚŽƌƚďƌĞĂŬƐ ? to support adolescents on the edge of care: 
 
Policy Makers 
 Our review of existing evidence found support for a restructuring of the care 
system to facilitate a wider and more responsive and age appropriate menu of 
options for troubled adolescents and families, including the use of residential 
respite.  Some commentators have suggested a move away from a binary system 
where adolescents are either in care or out of care to one where care is no longer 
a last resort but an option within a continuum of child and family support.  
 Within such a system, the dual purpose of respite would include providing an 
opportunity to undertake therapeutic work with adolescents and families in 
order to prevent entry to care and equally, for those for whom care is considered 
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the most appropriate option, afford the opportunity for a more detailed needs 
assessment and a planned and smoother transition into care.  
 Policy makers should continue to consider the scope for using residential respite 
as part of innovations in adolescent provision to expand and improve the current 
range of accommodation options for young people aged 16 and over. For 
example, the development of further ŽƉƚŝŽŶƐ ĨŽƌ ƌĞƐŝĚĞŶƚŝĂů  ‘^ƚĂǇŝŶŐ WƵƚ ?
accommodation for care leavers aged 16+, such as staying close models being 
piloted in Calderdale ?ƐZŝŐŚƚ,ŽŵĞWƌŽũĞĐƚ ? under the CSCIP funding (see Annex 
5).  
 The wider development and use of respite residential care could benefit from a 
review of existing national policy and procedures on respite provision to explore 
how it might best address the needs of adolescents on the edge of care.  This 
might include further clarity on how residential respite is defined in terms of 
duration and frequency, the legal status of service users and their entitlements 
to reviews, assessments and other support.  
 The further development and use residential care options, crucially depends on 
the skills and status of the residential workforce. As European models have 
demonstrated, this is particularly the case when working with young people and 
their families and where residential workers are often trained in specific 
therapeutic approaches.  
 Given the considerable variation in how the edge of care group is defined and 
therefore how edge of care services are developed and delivered, there is a need 
for greater understanding of how these young people and families are currently 
identified, assessed and supported across local authorities.  
 
Commissioners and Strategic Leads 
 As discussed above, there is variation in how local authorities (and services within 
them) are defining the edge of care group and how close to the edge adolescents 
need to be in order to access services (e.g. do services represent early 
intervention or crises intervention?).  Greater clarity on the criteria and eligibility 
for accessing services will ensure efficient and effective service development, 
targeting and planning. 
 There has been a growth in support services and interventions for families and 
young people experiencing difficulties and distress. This includes the introduction 
of a range of national programmes as well as a variety of evidence based 
practices.  Some of these have restricted inclusion criteria and not all have been 
fully tested within a UK context and with particular groups of adolescents. It is 
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important to understand if and how different provisions sit together and the 
potential impact they might have on each other as well as outcomes for service 
users.. 
 Existing research suggests that good residential care can provide a more suitable 
option than foster care settings for certain young people who are older or with 
more complex or challenging behaviour.  It also indicates the potential for 
residential units to provide a more appropriate level and type of support and 
approach to working with such young people and their families, for example using 
therapeutic approaches within the residential setting and offering outreach support 
within the family home.  
 Residential respite provision relies on the availability of residential units and 
often within ĂƌĞĂƐŽŶĂďůĞĚŝƐƚĂŶĐĞŽĨƚŚĞǇŽƵŶŐƉĞŽƉůĞ ?ƐŚŽŵĞďĂƐĞ ?DĂŶǇůŽĐĂů
authorities no longer have residential provision; therefore residential respite 
might not be possible or economically viable in some local authority areas.  Our 
practice examples were making use of in-house residential units and staff to 
provide a cost effective service. In some cases this had involved making use of 
units that had been or were about to be decommissioned and redeploying 
residential staff to provide family and adolescent support. We were unable to 
find evidence of residential respite provision  for adolescents on the edge of care 
within the independent care home sector, though Sefton Council was in the 
process of putting out a tender for residential respite under the CSCIP 
programme.  Whilst there might be potential for this type of provision within the 
independent sector, managing capacity and referrals is likely to raise different 
challenges for commissioners. 
 Managing the flow of respite referrals to fill vacancies and achieve capacity can 
prove challenging, particularly in residential units, and will have cost implications. 
Careful planning and management of referral criteria, referral routes and 
demand is required. Several of our practice models had developed systems to 
manage this whilst also maintaining an emergency bed. Raising awareness of the 
service and maintaining a degree of flexibility in service use (e.g. offering 
preventative respite as well as reunification /step down respite) were amongst 
the strategies employed to manage occupancy rates. 
 
 
 
Residential care 
 The practice examples suggest that small four or five bedded units dedicated to 
respite stays worked well.  Most were able to retain one bed for emergency 
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admissions, though there was recognition that this could be difficult to sustain 
financially. 
 Careful planning and matching of the respite stays offered stability familiarity and 
scope for young people to engage in positive group work during the respite stays. 
 Residential workers were often involved in outreach work with adolescents and 
their families as well as direct work with adolescents during the respite stay.  
Placing residential staff at the frontline of preventative work raises the 
importance of specialist training and a robust and varied skill set to maximise the 
potential for positive outcomes. Our practice examples showed that residential 
staff  were using restorative practice, being involved in family group conferencing 
and undertaking other therapeutic approaches when working with young people 
and families to improve communication, rebuild fractured relationships and 
address anger and behaviour management.  
 The provision of respite within a package of family support required negotiation 
of joint working procedures as well as relationships, roles and responsibilities 
with other key professionals. Contributors to this evidence scope noted the need 
for flexibility in approach to avoid duplication of work, minimise the number of 
workers involved and to facilitate a consistent supportive relationship. 
 A common factor within the practice examples was the aim to provide bespoke, 
needs-led packages of support for adolescents and families. Services identified 
the need to establish shared goals with the adolescent and family,  a framework 
for assessment and review, exit strategies and  opportunities for re-referrals.  This 
could involve identifying wider sources of ongoing support to address education, 
substance misuse or health needs and increase participation in positive activities.   
 
The evidence from the literature on preventative strategies and our practice examples show 
creativity and flexibility in how edge of care provision can be used.  A particular focus of the 
evidence scope was to explore how residential respite support might contribute to this area.  
Respite itself can offer a breathing space, a chance for the immediate crisis to dissipate, 
difficulties to be addressed and prevent family breakdown and entry to care.  It can just as 
readily provide an opportunity for planned and detailed assessment and the gradual 
transition into a longer term care placement for those who cannot remain at home or a step 
down out of care for those returning to family. There is emerging evidence from some 
service providers that residential respite has proved effective in reducing entry to care, 
increasing the number of appropriate entries and delivering costs efficiencies.  Its potential, 
however, relies on it being embedded within a package of family support and within a menu 
of options.  A key challenge lies in establishing a system that can support a variety of 
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approaches and innovative provision that can address the complex needs of adolescents on 
the edge of care and their families. 
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Annex 1. Understanding Adolescents and Their Needs 
 
 
This section provides a brief overview of current evidence on the adolescent life stage and 
the challenges associated with adolescence experienced by teenagers and their families.  It 
aims to set the context for the particular needs associated with adolescence and how best 
to work with adolescents and their families when the challenges require intervention. 
 
Development and Change 
ƐŵǇŶĞƉŚĞǁŝŶĨŽƌŵĞĚŵĞ ?ƚŚƌĞĞĚĂǇƐĂĨƚĞƌŚŝƐƚŚŝƌƚĞĞŶƚŚďŝƌƚŚĚĂǇ ‘ŝƚ ?ƐŶŽƚĞĂƐǇďĞŝŶŐĂ
teenager you know ? ? Of course we know this, if not from our own experiences then from 
ƐŽĐŝĞƚǇ ?ƐƌĞĂĚŝŶĞƐƐƚŽĂůůŽǁƚĞĞŶĂŐĞƌƐƚŽďĞƚŚĞďƵƚƚŽĨbad jokes and impersonations.  It is 
not uncommon for adolescents to be stereotyped or ridiculed for being moody, 
uncommunicative, uncooperative, disinterested in anything beyond social media and their 
friends and at worst, demonised for antisocial, risky behaviour or hanging around with their 
peers. 
 
<ŶŽǁůĞĚŐĞƚĞůůƐƵƐƚŚĂƚƚŚĞƚŝŵĞĂƌŽƵŶĚƚŚĞƚĞĞŶĂŐĞǇĞĂƌƐ ? ‘ĂĚŽůĞƐĐĞŶĐĞ ? ?ĐĂŶďĞĂĚŝfficult 
period to navigate, but what does research tell us about why this occurs and why for some 
it can be an intensely distressing and destabilising time? Furthermore, how far is this 
knowledge reflected in how services work with adolescents? 
 
Transitions to adolescence 
Literature demonstrates that adolescence is a time of considerable change and transition.  
In most cases it is a time of great opportunities, discoveries and positive experiences.  
However, it may also bring considerable challenges, which for some young people will prove 
testing  W for themselves and for their families. The changes that occur during adolescence 
and how these are handled may have a lifelong impact, so it is important that those caring 
for and supporting adolescents have some insight into the challenges they face and thus 
the means of best addressing them. 
 
There is a substantial body of research and practice evidence on adolescence and the 
potential impact it can have on physical and emotional development, behaviour and also 
social and familial relationships and interactions.  Hanson and Holmes (2014) provide a 
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comprehensive overview of the literature on adolescent development, associated risks, 
strengths and opportunities associated with this life stage, together with key messages for 
developing service approaches.   
 
It has long been recognised that the social world begins to change in early adolescence 
(Aldgate et al., 2006). The transition from primary to secondary school is seen to have 
considerable impacts on young adolescents, sometimes threatening their stability and 
feelings of safety and belonging, and affecting educational and psychosocial development 
(Evangelou et al 2008; Evans et al 2010).  Friends and social networks take on a more central 
ƌŽůĞ ŝŶĂĚŽůĞƐĐĞŶƚƐ ? ůŝǀĞs as they strive to develop their own identity, independence and 
support systems. Research carried out on the subjective wellbeing of children generally, and 
on young people in care in particular, shows that friendship is often the life domain with 
which yŽƵŶŐƉĞŽƉůĞĂƌĞŵŽƐƚŚĂƉƉǇ ?dŚĞŚŝůĚƌĞŶ ?Ɛ^ŽĐŝĞƚǇ 2010; Dixon et al 2015).  
 
dŚĞ ĐůŽƐĞƌ ĂůŝŐŶŵĞŶƚ ǁŝƚŚ ƉĞĞƌƐ ŵĂǇ ŽĨƚĞŶ ďĞ ĂĐĐŽŵƉĂŶŝĞĚ ďǇ ĂĚŽůĞƐĐĞŶƚƐ ? ĚĞƐŝƌĞ ƚŽ
distance themselves, emotionally and sometimes physically from their parents and wider 
family and to test out and challenge parental, school and societal boundaries. Heated 
debates, full blown arguments and door slamming are by no means uncommon in the 
ĂǀĞƌĂŐĞ ƚĞĞŶĂŐĞ ŚŽƵƐĞŚŽůĚ ĂŶĚ ĞǀŝĚĞŶĐĞ ƐŚŽǁƐ ƚŚĂƚ  ‘it is normal for developing 
independence in adolescence to involve some heightened conflict with parents and some 
rejection of parental rules ? ?ŽůůŝŶƐĂŶĚ>ĂƵƌsen 2004). More seriously for some than others, 
however, is an increase in risk behaviour during this time.  Problems associated with 
adolescence include school truancy, involvement in offending and substance misuse. Whilst 
in some households, this will be successfully managed, in others it may escalate beyond 
easy resolution.  
 
Adolescents are also at higher risk of running away and going missing from home than 
younger children (Rees et al 2011).  Research suggests that this is more common in older 
adolescents due to an increasing sense of agency, autonomy and self-sufficiency.  
Adolescents are more likely to react to difficult home and family circumstances, including 
abuse and neglect, by removing themselves from the situation. Equally, adolescents are 
more likely than younger children to be ejected from the family home.  Indeed, research 
ƐŚŽǁƐƚŚĂƚ  ‘ƉĂƌĞŶƚĂůƵŶǁŝůůŝŶŐŶĞƐƐƚŽŚŽƵƐĞǇŽƵŶŐƉĞŽƉůĞ ? is the most common cause of 
youth homelessness (Homeless Link 2004). 
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Physical Changes 
zŽƵŶŐ ƉĞŽƉůĞ ?Ɛ ƉĞƌƐŽŶĂů ůŝǀĞƐ ƵŶĚĞƌŐŽ ŝŵŵĞŶƐĞ ĐŚĂŶŐĞ ĚƵƌŝŶŐ ĂĚŽůĞƐĐĞŶĐĞ ? WŚǇƐŝĐĂů
maturation is at its height during this time with the onset of puberty triggering a surge of 
hormones, growth spurts and changes to the body and importantly also to the brain 
(Horwath, 2007). Whilst the impact of these changes have long been recognised in young 
ƉĞŽƉůĞ ?ƐĞŵŽƚŝŽŶĂůĂŶĚďĞŚĂǀŝŽƵƌĂůƐƚĂƚĞƐ ?ŽŶůǇƌĞůĂƚŝǀĞůǇƌĞĐĞŶƚůǇŚĂƐƌĞƐĞĂƌch begun to 
cast light on why and how adolescents undergo transformations in their personality and 
behaviour during this period. 
 
Research carried out by Blakemore and colleagues (2006) on adult patients with 
schizophrenia, discovered that onset began almost without exception in the late teenage 
years. A desire to understand what was happening in the teenage brain to explain this led 
ƚŽƉŝŽŶĞĞƌŝŶŐƌĞƐĞĂƌĐŚŝŶƚŚĞůĂƚĞ ? ? ? ? ?ƐŽŶƚŚĞĚĞǀĞůŽƉŵĞŶƚŽĨƚŚĞĂĚŽůĞƐĐĞŶƚďƌĂŝŶ ?dŚĞŝƌ
work demonstrated that contrary to common belief at the time, brain development does 
not reach its optimum in early childhood. Instead it undergoes considerable and dramatic 
development and change in both structure and functioning during adolescence and into 
early adulthood (Blakemore and Choudhury, 2006).  The different ways and rates that areas 
of the brain develop were shown to have two crucial impacts on adolescent behaviour  W the 
propensity towards risk taking and the need for social acceptance and susceptibility to peer 
influence.  
 
To present a simplified explanation, the limbic system, responsible for delivering an 
emotional response to risk  - ĂƉŽƐŝƚŝǀĞĨĞĞůŝŶŐŽƌ  ‘ŬŝĐŬ ?ŽƵƚŽĨ ƌŝƐŬǇďĞŚĂǀŝŽƵƌ ?ĚĞǀĞůŽƉƐ
more quickly than the pre-frontal cortex, the area that in the fully developed adult brain 
should inhibit risk. With a lessened ability to fully self-regulate or exert self-control it is 
perhaps unsurprising that when combined with a time of  increasing agency, the potential 
ƚŽ ‘ŐŽŽǀĞƌƚŚĞƚŽƉ ?ǁŚĞŶŝƚĐŽŵĞƐƚŽƌŝƐŬďĞŚĂǀŝŽƵƌƐŝƐŚeightened. 
 
As well as governing emotional responses, the faster developing limbic area also focuses on 
social cognition; how we understand others and situations.  These rapid changes in this area 
of the adolescent brain go some way to explaining the mood swings and heightened 
sensitivity - what might be perceived to be an over-reaction to social cues. The more 
ŐƌĂĚƵĂůůǇĚĞǀĞůŽƉŝŶŐ ‘ĞǆĞĐƵƚŝǀĞĨƵŶĐƚŝŽŶŝŶŐ ?ĂƌĞĂŽĨƚŚĞďƌĂŝŶƚŚĂƚĞǀĞŶƚƵĂůůǇĞŶĂďůĞƐƵƐƚŽ
apply greater management of thoughts and impulses, the area that helps us plan ahead, is 
in adolescence, yet to reach maturation (Steinberg, 2010; Mills et al, 2014)  and Blakemore 
2015 for a more sophisticated explanation). 
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This growing area of research carries potential not only for understanding the distinct 
changes and challenges of the adolescent life stage but for helping services, including 
education, health, social care and youth justice, better design, plan and deliver support to 
assist adolescents steer their way through this complex developmental stage. 
 
There is little doubt, therefore, that adolescence is a time of immense potential, albeit one 
that can also bring great challenges and vulnerability. Whilst many adolescents and their 
families will cope well and come through this time together, others will struggle to navigate 
their way through together without additional support, and more vulnerable young people 
and their families and will fail to weather the storm.  
 
Adolescent vulnerabilities and risk 
In addition to a greater propensity to taking risks during adolescence, we are becoming 
increasingly aware through research and practice evidence, of the vulnerability of 
adolescents to be at risk of harm. Research carried out by Rees et al in 2011 suggests that 
adolescents are more likely than younger children to be exposed to a wider range of risks 
ĚƵĞ ƚŽ ƚŚĞŝƌ  ‘ĞǆƉĂŶĚŝŶŐ ƐŽĐŝĂů ǁŽƌůĚƐ ?and that risks such as substance misuse  ‘ŐĂŶŐ
involvement and abuse within intimate partner relationships tend to cluster within this age 
ƌĂŶŐĞ ? ?Hanson and Holmes, 2014).  
 
There is also evidence that adolescents are at particular risk of harm from others, such as 
neglect by parents and carers. Radford et al (2011) found that 4% of adolescents (aged 11 
 W 17) reported parental neglect in the past year.  Additionally, evidence from a review of 
serious case reviews of teenagers who had died (including suicides) reported that neglect 
was more prevalent in 10 -15 year olds than in any other age group (Brandon et al, 2014). 
Certainly, recent attention to of the extent of child sexual exploitation (CSE), cyber bullying, 
serious case reviews and historical abuse of young people in state care has encouraged 
wider recognition of the vulnerability of adolescents and an acknowledgement that they 
need protection as much as younger children. 
 
Maltreatment and neglect in adolescence 
Researchers have commented that it is only recently that serious attention has been 
brought to adolescent neglect (Stein et al 2009). For example, Hanson and Holmes (2014) 
in reviewing the literature argue tŚĂƚ ‘parental neglect is particularly poorly identified when 
adolescents are its victims ‘ ? 
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Neglect is now widely identified as the most common form of maltreatment in England (DfE 
2013: Burgess et al, 2014) but practitioners frequently fail to recognise the severity, or they 
may underestimate the potential consequences of neglect, for example, they may not 
recognise the appropriate degree of urgency required (Brandon et al, 2014). In other 
research, child protection workers were shown to assess child neglect as a lower risk 
category than either physical harm or sexual abuse and the intervention and the amount of 
contact with the family was subsequently reduced (Stokes and Taylor, 2014). In a 2012 
Community Care survey of 242 social workers, 60% said they felt pressure to  ‘downgrade ? 
neglect and emotional abuse cases and 59% said that it was  ‘quite ? or  ‘very ? unlikely that 
ĐŚŝůĚƌĞŶ ?ƐƐŽĐŝĂůĐĂƌĞǁŽƵůĚƌĞƐƉŽŶĚƐǁŝĨƚůǇƚŽĐŚŝůĚƌĞŶƐƵĨĨĞring neglect (Community Care 
2013). Work carried out by Biehal and colleagues, indicates that neglect and emotional 
abuse are more prevalent in adolescents than in younger children (Biehal, 2008; Dixon and 
Biehal, 2007; Biehal et al, 2012) 
 
Research led by Stein (2009) drew widespread attention to the complexities involved in 
establishing the causes, consequences and ways of defining adolescent neglect, along with 
the corresponding levels of preventative interventions required to achieve well-being (Rees 
et al, 2011).  In observing the  ‘ŐĞŶĞƌĂů ĂďƐĞŶĐĞ ŽĨ ǀŽĐĂďƵůĂƌǇ ƚŚĂƚ ƉŽƐŝƚŝŽŶƐ ŶĞŐůĞĐƚ
ĂůŽŶŐƐŝĚĞĂĚŽůĞƐĐĞŶƚĞǆƉĞƌŝĞŶĐĞ ? ?,ŝĐŬƐ ? ? ? ? ? ? ?^ƚĞŝŶ ?ƐƚĞĂŵŚŝŐŚůŝŐŚƚĞĚƚŚĞǁĂǇƐŝŶŚŝĐŚ
adolescent neglect becomes invidiously normalised.  The research emphasised  ‘ƚŚĞneed to 
raise professional awareness of definitional issues, and of the scale and outcomes of 
adolescent neglect, in order to promote more effective  responses to the needs of this group 
ŽĨ ǇŽƵŶŐ ƉĞŽƉůĞ ?(Stein et al, 2009). In examining neglect multi-dimensionally, the 
researchers call for a balanced approach to understanding adolescent neglect.  Among 
several factors highlighted, the context for acts of both omission and commission is seen as 
important, as well as the more persistent state that characterises the nature of the 
relationship between the parent/carer and young person (Rees et al, 2011).  Acts of 
commission may include ejection from home prior to the age of 16 years, which suggests 
that attention needs to be directed towards those young people where engagement with 
families/carers is problematic or has been severed.   Stein and colleagues point to the 
ĞƐƚĂďůŝƐŚĞĚ ǀĂůƵĞ ŽĨ ĂŶ ĞĐŽůŽŐŝĐĂů ĂƉƉƌŽĂĐŚ ǁŚŝĐŚ ƚĂŬĞƐ ŝŶƚŽ ĂĐĐŽƵŶƚ ƚŚĞ  ‘interaction 
between individual development and context, including social and economic factors such as 
poverty and deprivation, family environment and community resources ?  ?,ŝĐŬƐĂŶĚ^ƚĞŝŶ ?
2010).   
 
Work carried out by Rees and colleagues confirms that adolescent neglect is more difficult 
to define than for younger children and therefore more difficult to detect and address. Rees 
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et al argue that because adolescents have different parenting needs it is not always evident 
whether a parental response towards their adolescent is neglectful parenting or the 
acknowledgment of the ĂĚŽůĞƐĐĞŶƚ ?Ɛ ŝŶĐƌĞĂƐŝŶŐ ŝŶĚĞƉĞŶĚĞŶĐĞ  ?ƐĞĞ ,ĂŶƐŽŶ ĂŶĚ ,ŽůŵĞƐ
2014; Rees et al 2010). This has led to calls for adolescent neglect to acquire its own 
definition that recognises these complexities (Rees et al, 2010). 
 
Resilience 
An added complication is the view that adolescents are often regarded as being resilient in 
respect of poor or harmful parenting and actions against them, thus further impeding 
detection of maltreatment and arguably even contributing to a lack of response where 
suspicions have been raised. Biehal, however, cautions that: 
 
 ‘EŽƚ Ăůů ƚĞĞŶĂŐĞƌƐ ĂƌĞ ƌĞƐŝůŝĞŶƚ ? WĂƌƚ ŽĨ ƚŚĞ ƉƌŽďůĞŵ ŝƐ ƚŽ ĚŽ ǁŝƚŚ ƚŚĞ ƉŚǇƐŝĐĂů
vulnerability of younger children, and teenagers are perceived to be less physically 
vulnerable so they are not seen as needing the same ůĞǀĞůŽĨƐƵƉƉŽƌƚ ?  ?EŝŶĂŝĞŚĂů ?
Focus group discussion, March 2015.  
 
While the concept of resilience potentially gives rise to optimistic and strengths-focused 
opportunities to enable young people to achieve fulfilment despite adversity, as Rees et 
al (2011) confirm, resilience can be seen as  ‘ĂŶŝŶĚŝǀŝĚƵĂůƉƌŽƚĞĐƚŝǀĞƋƵĂůŝƚǇƚŽũƵƐƚŝĨǇŶŽŶ-
intervention ? ?ƉĂƌƚŝĐƵůĂƌůǇǁŝƚŚŽůĚĞƌǇŽƵŶŐƉĞŽƉůĞ ? 
 
Evidence from Thornberry et al (2010) argues that the experience of maltreatment in 
adolescence may have more harmful effects on adult outcomes than maltreatment 
experienced in early childhood. Research on the effects of maltreatment on changes in the 
ĂĚŽůĞƐĐĞŶƚďƌĂŝŶƐƵŐŐĞƐƚƐƚŚĂƚĂďƵƐŝǀĞĂŶĚƚƌĂƵŵĂƚŝĐĞǆƉĞƌŝĞŶĐĞƐĐĂŶĐĂƵƐĞƚŚĞ ‘ƐƵƌǀŝǀĂů ?
ĨƵŶĐƚŝŽŶƐŽĨƚŚĞďƌĂŝŶŽƌ ‘ĨĞĂƌƌĞƐƉŽŶƐĞƐ ?ƚŽŽǀĞƌǁŽƌŬĂŶĚĐĂƵƐĞŽƚŚĞƌĂƌĞĂƐŽĨƚŚĞďƌĂŝŶ ?
such as those involved in executive functioning, to become less active. (See Bowyer and 
Wilkinson 2013; Child Information Gateway, 2009.) Teenagers who experience 
maltreatment are therefore at even greater risk of exhibiting impulsive and risky behaviours 
ĂŶĚ ďĞĐŽŵŝŶŐ  ‘ŚǇƉĞƌ ĂůĞƌƚ ? ? ĐƚŝŶŐ ŽƵƚ ĂŶĚ ƉůĂĐŝŶŐ ƚŚĞŵƐĞůǀĞƐ Ăƚ ƌŝƐŬ ĂŶĚ ƌĞĂĐƚŝŶŐ
aggressively or defensively may also be a consequence of earlier trauma.  
 
Evidence suggests that because brain development is sequential, early adaptations to the 
ďƌĂŝŶ ?Ɛ ĚĞǀĞůŽƉŵĞŶƚ ĐĂŶ ŚĂǀĞ ƐĞƌŝŽƵƐ ŝŵƉůŝĐĂƚŝŽŶƐ ĨŽƌĨƵƚƵƌĞ ďĞŚĂǀŝŽƵƌ ? ŚĞĂůƚŚ ? ƐŽĐŝĂů
interaction and the ability to cope with stressors. That said, the recognition of the plasticity 
of the brain during adolescence, as discussed above, may also provide a window of 
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opportunity for therapeutic intervention during this time, should services identify and 
accurately assess the needs of troubled adolescents. 
 
A further area of note that demonstrates the distinct vulnerability of adolescents is the risk 
of mental ill health and the many ways in which it can manifest, including depression, self-
harm and suicidal behaviour.  
 
Institutional responses to adolescents ?ŶĞĞĚƐ 
Given the potential vulnerability of adolescents due to the impact of physical and 
neurological developments, emotional and behavioural changes and their increased 
susceptibility to risk behaviour and exposure to risky environments, it seems surprising that 
policy has  traditionally failed to adequately support adolescents, instead focusing attention 
more firmly on safeguarding and supporting younger children. Recent research carried out 
ďǇƚŚĞŚŝůĚƌĞŶ ?Ɛ^ŽĐŝĞƚǇ ? ? ? ? ? ?ĐƌŝƚŝĐŝƐĞƐƚŚĞĐƵƌƌ ŶƚƐǇƐƚĞŵ in which older adolescents are 
not afforded the same level of legal protection around risk and maltreatment as younger 
children.  The authors highlight the incongruity of legislation which draws a cut-off point for 
child cruelty laws relating to neglect, ill-treatment and abandonment that only apply to 
children up to the age of 15, despite the recent findings that 16 and 17 year olds are at most 
risk of emotional, physical or sexual abuse or neglect (they found that one in every 50 
adolescents in this age range are at risk of maltreatment). The researchers call for a change 
in legislation to extend legal protection from 15 to adolescents up to 17 years of age. (See: 
http://www.cypnow.co.uk/cyp/news/1149805/boost-protection-
teenagers#sthash.ZHbfjEcz.dpuf). 
 
This reflects a number of relatively recent research and policy publications focused on 
vulnerable adolescents who come into contact with ĐŚŝůĚƌĞŶ ?ƐƐĞƌǀŝĐĞƐ ?ǁŚĞƌĞƚŚĞƉĂƌƚŝĐƵůĂƌ
needs of this group, including a description of the various types and degrees of risk, have 
been explored (Hanson and Holmes, 2014).  Attention has also been drawn to the hitherto 
failure to understand and identify adolescent needs adequately and the consequent general 
lack of service response and failure to prevent risk for this age group.   (Bowyer and 
Wilkinson 2013, ADCS 2013a and Hanson and Holmes, 2014) 
 
A number of commentators have remarked on the service neglect experienced by 
adolescents (and often thereby their families).  
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 ‘ZĞƐĞĂƌĐŚĞƌƐŚĂǀĞŝĚĞŶƚŝĨŝĞĚĂƌĞůƵĐƚĂŶĐĞƚŽŝŶƚĞƌǀĞŶĞǁŝƚŚĂĚŽůĞƐĐĞŶƚƐĞǆƉĞƌŝĞŶĐŝŶŐ
serious risk before they reach the threshold for care. And when resources are sparse, 
ĂĚŽůĞƐĐĞŶƚƐĂƌĞƚŚĞĨŝƌƐƚĂŐĞŐƌŽƵƉƚŽďĞĚĞƉƌŝŽƌŝƚŝƐĞĚ ?(Hanson and Holmes, 2014) 
 
Reasons for this may well be explained in terms of cost, i.e. the need to target scarce 
resources towards babies and young children where dependency is greatest and there is 
conviction that there is more scope for real change and long term effects. Research also 
suggests that it might reflect an assumption that adolescents are more resilient to the 
impact of maltreatment (Rees et al, 2010; Gorin and Jobe, 2013; Hanson and Holmes, 2014). 
 
 ‘KƵƌƐƚƵĚŝĞƐůŽŽŬŝŶŐĂƚĂĚŽůĞƐĐĞŶƚŶĞŐůĞĐƚĂŶĚŽŶŵĂůƚƌĞĂƚĞĚƚĞĞŶĂŐĞƌƐ ? ŝƚ ?ƐƐƵƌƉƌŝƐŝŶŐ
what happened in policy and practice [for] young people up to 18 when we looked at 
ƚŚĞƉĂƚŚǁĂǇƐ ?ƚŚĞĐŚŝůĚƉƌŽƚĞĐƚŝŽŶƐǇƐƚĞŵǁĂƐǀŝƌƚƵĂůůǇŝƌƌĞůĞǀĂŶƚƚŽŽůĚĞƌƚĞĞŶĂŐĞƌƐ ?
that most went through a children in need route and not a section 47, we were quite 
ƐƵƌƉƌŝƐĞĚďǇƚŚĞĨŝŐƵƌĞƐ ?ŝƚĚŝĚŶ ?ƚŵĞĞƚƚŚĞŝƌŶĞĞĚƐďĞĐĂƵƐĞƚŚĞƉŽůŝĐĞǁĞƌĞƉŝĐŬŝŶŐƵƉ
ǇŽƵŶŐ ƉĞŽƉůĞ ŝŶ ůŝŐŚƚ ŽĨ ƐĞǆƵĂů ŐƌŽŽŵŝŶŐ ? ĐŚŝůĚƌĞŶ ?Ɛ ĞƌǀŝĐĞƐ ĚŝĚŶ ?ƚ ŚĂǀĞ ƚŚĞ
ĂƉƉƌŽƉƌŝĂƚĞ ƌĞƐƉŽŶƐĞ ƚŽ ƉƌŽǀŝĚĞ ƚŚĞŵ ǁŝƚŚ ŝŶƐƚĂŶƚ ƉƌŽƚĞĐƚŝŽŶ ? (Mike Stein, Focus 
group discussion, March 2015). 
 
Hanson and Holmes (2014) also note that this lack of attention to adolescent needs could 
be an unintended negative consequence of the early intervention agenda, which calls for a 
move toward intervening early in the life of the difficulty.  They suggest that a 
ŵŝƐŝŶƚĞƌƉƌĞƚĂƚŝŽŶŽĨƚŚĞƉƌŝŶĐŝƉůĞŚĂƐŵĞĂŶƚƚŚĂƚ ‘prioritising early intervention has at times 
ĂƌŐƵĂďůǇƚƌĂŶƐůĂƚĞĚŝŶƚŽƉƌŝŽƌŝƚŝƐŝŶŐĞĂƌůǇǇĞĂƌƐŝŶƚĞƌǀĞŶƚŝŽŶ ? (see Hanson and Holmes, 2014 
and Plimmer and Van Poortvliet, 2012). 
 
Daniel et al (2014) suggest another factor in service response was capacity to address need. 
In areas of high need, practitioners were worried that if they responded to all families who 
were in need of some help, there was a danger that services would be overwhelmed. 
Threshold levels to access some services, as well as long waiting times were also identified 
by Easton et al (2013). Practitioners gave a number of reasons for the perceived gaps in 
provision. These related to a lack of resources to offer earlier support; high caseloads; 
welfare cuts resulting in the closure of some early support services; administrative burden; 
and practitioners having other priorities (such as working with families with higher levels of 
need). Linked to concerns about volume, practitioners voiced anxiety around the lack of 
clear, commonly agreed thresholds, and the responsibility that they then held for a decision 
to formally categorise a child as in need, according to Section 17 of the Children Act. 
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Ofsted inspections have found a lack of effective services to deal with neglect together, 
often, with a limited understanding locally about the prevalence and impact of neglect. They 
found that this was hindering the strategic planning and commissioning of services to help 
families. When it came to assessing the needs of children and young people, local 
authorities were not analysing family histories sufficiently or understanding how children 
were being affected by the circumstances in which they were living. In a third of cases, this 
meant that children and young people were left for too long without protection from 
continued neglect. Inspectors also found that local authorities were struggling to engage 
parents who had their own difficulties. In some cases where early help was being provided 
to families, professionals were over-ŽƉƚŝŵŝƐƚŝĐ ĂďŽƵƚ ƉĂƌĞŶƚƐ ? ĂďŝůŝƚǇ ƚŽ ƐƵƐƚĂŝŶ ĐŚĂŶŐĞƐ ?
This, combined with a pattern of reduced resources, meant that ongoing support was rarely 
available (Ofsted, 2014). 
 
The difficulties of earlier identification of children and families in need, as well as the service 
delivery implications of aligning eligibility thresholds for intervention with earlier 
identification cannot, therefore, be underestimated (e.g. Brandon, 2014; Burgess,2014; 
Munro, 2011). The issue, as Glaser puts it, is where to locate the cut off between what is 
satisfactory or only undesirable and what is actually harmful and calls for a professional 
response (Glaser, 2011). 
 
The importance of understanding adolescence also has implications for how services are 
designed, funded and delivered.  Some debates around current provision for adolescents 
suggest a lack of investment in and availability of age-appropriate service responses and 
teen focused provision.  There is clearly a need to question whether it is appropriate or 
useful to apply the same approaches, skills and practices as those used with younger 
children: 
 
  ‘/ƚ ƌĞŵĂŝŶƐ ƚŚĞ ĐĂƐĞ ƚŚĞ ŵĂŶǇ ĂĚŽůĞƐĐĞŶƚ ŝŶƚĞƌǀĞŶƚŝŽŶƐ ĂƌĞ ĞŝƚŚĞƌ ĚŽǁŶǁĂƌĚ
extensions of adult programs or upward extensions of child programs ? ?dŚŽƌŶďĞƌƌǇĞƚ
al, 2010). 
 
As knowledge of the developmental processes that take place during the adolescent life 
stage increases, so does a more sophisticated understanding of how best to facilitate 
ĂĚŽůĞƐĐĞŶƚƐ ? ƐŽĐŝĂů ? emotional and academic learning.  Current research in the field of 
education is exploring whether adapting the type and timing of approaches to align with 
particular developmental stages can maximise their impact.  For example, teaching complex 
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ideas such as mathematics at particular stages during childhood and adolescence that 
coincide with the optimum brain developmental stage for managing this type of 
information, might improve academic performance in maths: 
 
  ‘tĞĂƌĞůŽŽŬŝŶŐĂƚǁŚĞƚŚĞƌƚŚĞƌĞŝƐĂŶĂŐĞbracket when it is particularly easy or those 
skills are particularly efficiently learnt compared with either later or earlier ? 
 ?ůĂŬĞŵŽƌĞ ? ? ? ? ? ? ? ?
 
Equally, there might be greater scope within child and family support services to explore 
different approaches and interventions that are more conducive to the adolescent life 
stage.  In any event, however, the research and practice evidence on current provision 
supports a need at policy level to invest in teen focused services so that adolescents get the 
support they need, when they need it and are not, as a consequence of their age and 
perceived resilience, left to suffer. 
 
 Summary Points  
 
x Adolescence is a time of immense change ŝŶĂůůĂƌĞĂƐŽĨǇŽƵŶŐƉĞŽƉůĞ ?ƐůŝǀĞƐ ?
Consequently it brings with it a distinct set of needs that require a distinct service 
response.  
x An understanding of the complexities of adolescent development and the potential 
impact it can have on emotions, behaviour and interactions can help parents, carers 
and services better meet the needs and challenges of their adolescents. 
x Research shows that despite (and in some case because of) their growing autonomy 
and developing maturity, adolescents are vulnerable to harm, either from their 
involvement in risk-taking behaviour or from those they encounter who may pose a 
risk, including parental maltreatment. 
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x The emerging body of research on the development of the adolescent brain, not only 
offers opportunities for greater understanding of why certain behaviours are more 
common in adolescence but, importantly, it might carry implications for how services 
can work with adolescents to address difficulties, for example what sorts of 
interventions might be most appropriate given the brains developmental stage. 
x Evidence suggests a strong case for service investment in developing support for this 
age group, not least because of the vulnerability to risk and risky behaviour. 
x Evidence that the brain is continuing to develop beyond early childhood (a time 
traditionally thought to be the optimum time to invest in interventions in order to 
make a real difference) suggests another window of opportunity has opened for 
therapeutic work to intervene to address the impact of early childhood trauma and to 
meet the newly emerging needs of adolescence. 
x For a number of reasons, including ǇŽƵŶŐƉĞŽƉůĞ ?Ɛcapacity for independence, service 
responses frequently fall away as the transition to adulthood approaches. 
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Annex 2. Aims and Methodology 
 
 
 
 
The Aims of the Evidence Scope 
The aims of the evidence scope were to:  
 
 
 
Our methodology was designed to specifically address the key questions raised in the research 
tender.  An evidence matrix was developed to include the topics and sub-questions and was used 
to ensure that relevant information was captured during the work strands.   Each work strand 
contributed a further layer of evidence for each question.  As the matrix evolved we were able to 
cross-reference this evidence (e.g. evidence from the literature review and survey was explored 
during telephone interviews and expert focus groups). This triangulation of the data provided a 
more detailed exploration of issues arising from the each stage of the evidence scope. 
 
The evidence scope comprised three interconnected work strands: 
4. Searches comprising literature, practice evidence and key contacts in the field. 
5. Primary data collection from practice, policy and research experts. An electronic survey of 
ƐƚƌĂƚĞŐŝĐ ůĞĂĚƐ ĂŶĚ ŵĂŶĂŐĞƌƐ ĨŽƌ ĐŚŝůĚƌĞŶ ?Ɛ ƐŽĐŝĂů ĐĂƌĞ ĂĐƌŽƐƐ ůŽĐĂů ĂƵƚŚŽƌŝƚŝĞƐ ǁĂƐ
developed together with a modified version for other agencies /organisations to explore 
the use of respite provision for adolescents on the edge of care alongside family support. 
Telephone interviews with 20 key informants from policy, practice and research were 
carried out in addition to two expert focus groups with practitioners, managers and 
academics. 
6. Development of illustrative case studies to highlight examples of practice. 
 
 ?Understand more about adolescents on the edge of 
care, their families and their needs.1
 ?Define the parametres of edge of care.2
 ?Identify existing evidence for effective interventions 
and  family support with a particular focus on the the 
use of residential care as an edge of care service.
3
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As the evidence scope involved contacting local authorities, an application was made to The 
Association of Directors of ŚŝůĚƌĞŶ ?Ɛ^ĞƌǀŝĐĞƐ ?^ ?ĂŶĚĂƉƉƌŽǀĂůǁĂƐŐƌĂŶƚĞĚŽŶ ?th March 2015.  
We also sought a review of our proposed methodology from a virtual meeting of an ethics panel 
comprising research academics at the University of York.  The panel confirmed that they were 
ƐĂƚŝƐĨŝĞĚǁŝƚŚƚŚĞƌĞƐĞĂƌĐŚƚĞĂŵ ?ƐĂƉƉƌŽĂĐŚĂŶĚĂĚŚĞƌĞŶĐĞƚŽƌĞƐĞĂƌĐŚĞƚŚŝĐƐ ?/ŶĂĚĚŝƚŝŽŶ ?ĞƚŚŝĐĂů
approval was provided by the Ethics Committee at the School of Health and Social Care, University 
of Lincoln. Contributors to the evidence reviews were asked for permission to reference them 
directly.  A small number preferred anonymity. 
 
 
1 Evidence Search  
 
Literature Search and Review 
A literature search was carried out during 1st February to 12th February 2015 to identify research, 
policy and practice evidence on Edge of Care (EoC) support for adolescents and their families.  The 
search initially cast a wide net to capture national and international evidence between 2005 (post 
Children Act 2004) and 2015 on: general support for adolescents; types of family support 
interventions; and short break/shared care/respite and residential care.  This resulted in 
identification of several recent reviews of edge of care issues and edge of care support for 
adolescents and families. Following a steering meeting with the funders, the search was narrowed 
to focus more directly on provision for adolescents and their families as part of preventative 
strategies.  This produced a wealth of useful contextual evidence but very little in terms of published 
examples of respite or short breaks for older young people at risk of coming into care (see Fig.2a). 
 
The evidence was filtered to focus on models of support that incorporated respite or short breaks. 
Factors included, for example, a description of the service including therapeutic approach and 
eligibility criteria; service allocation strategies; characteristics of the client group; outcomes and 
effectiveness. This final search produced a number of key texts (academic papers, practitioner 
reports, policy documents, practice reviews) which were subsequently reviewed  W either partially 
or fully.  This search also highlighted evidence of forthcoming and on-going research (so called grey 
literature) and practice examples, which are referred to throughout this report. 
 
Recording of the evidence gathered from the narrowed search and the review was added to the 
evidence matrix. Results were summarised and referenced.  In addition, on-going learning from the 
review was incorporated into the development of survey and interview schedules. The review also 
allowed identification of key personnel involved in developing, delivering and/or evaluating 
provision and contributed to constructing a contact list of key informants for the electronic survey 
(e-survey) and/or telephone interview.  
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An ACCESS database was created to form the basis of the evidence matrix and structured to enable 
a systematic and analytic recording of evidence from the literature research and review, e-survey 
and telephone interview data, enabling a triangulation and layering of evidence for each 
question/area.  This represented a more efficient means of processing and analysing evidence 
drawn from each of the work strands.   
 
Practice and Contacts Search 
In addition to the literature search, we carried out a search to identify experts within the field in 
order to develop a bank of key practice, operational and academic respondents for interviews and 
case studies.   
 
These searches drew upon three main sources: 
1. Informants and stakeholders known to the research team and/or to the commissioning 
organisations (NSPCC and AfC). 
2. The literature review  W authors of key publications and reports, and practice examples cited. 
3. Focused internet research using search terms applied in the literature scoping exercise. 
 
The range of organisations and resources examined for relevance and contacts included: 
x Research funding/approval bodies e.g. ESRC, Nuffield, ADCS, Spring Consortium. 
x Research Units and University Departments, e.g. Research in Practice, University of York, 
>ŽƵŐŚďŽƌŽƵŐŚhŶŝǀĞƌƐŝƚǇ ?YƵĞĞŶ ?ƐhŶŝǀĞƌƐŝƚǇĞůĨĂƐƚ ?dŚŽŵĂƐŽƌĂŵZĞƐĞĂƌĐŚhŶŝƚ ?NatCen 
Social Research.  
x Professional/membership organisations, e.g. CELCIS, SIRCC, British Association of Social 
Workers, the IŶĚĞƉĞŶĚĞŶƚ ŚŝůĚƌĞŶ ?Ɛ ,ŽŵĞ ƐƐŽĐŝĂƚŝŽŶ  ?/, ? ? ƵƌŽƉĞĂŶ ^ĐŝĞŶƚŝĨŝĐ
Association on Residential & Family Care for Children and Adolescents, National Care 
Association  All Wales Heads of Children's Services (AWHOCS), With Scotland. 
x Third Sector providers, e.g.  ^ĂĨĞ&ĂŵŝůŝĞƐĨŽƌŚŝůĚƌĞŶ ?^ƚŚƌŝƐƚŽƉŚĞƌ ?Ɛ&ĞůůŽǁƐŚŝƉ ?ĂƚĐŚ ? ? ?
dŚĞ ŚŝůĚƌĞŶ ?Ɛ ^ŽĐŝĞƚǇ ? dŽŐĞƚŚĞƌ dƌƵƐƚ ? ^ŚĞůƚĞƌ ?Aberlour Child Care Trust, The Early 
Intervention Foundation. 
x Independent/private providers and networks, e.g. The Advanced Childcare Group (Cambian 
Group), Northern Care, Five Rivers, Castlecare, Priory Group, Core Assets. 
x Over 50 Local Authorities and the ADCS for DCS contacts and committee leads. 
 
Approximately 60 individuals, organisations or local authorities received direct approaches, either 
by phone and/or email to request information. Priority was given to collecting primary data on 
pertinent practice examples and the academic/policy overview through telephone interviews or 
face-to-face focus groups, as discussed below.  
 
The remaining contacts were sent tailored emails requesting completion of the questionnaire via 
Survey Monkey or an attached e-Survey (see below). This personal approach ran alongside our 
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request for survey completion circulated through networks such as ADCS, residential units in the 
North West, With Scotland and AWHOCS. 
 
Contact details of potential respondents were recorded on a separate Lead Professional ACCESS 
database. The database stored contact details, relevant website links, notes on the area of expertise 
and/or a brief description of services, together with fields to record contact and action taken to 
obtain primary data. 
  
   
 
 
S
u
p
p
o
rt
in
g
 A
d
o
le
sc
e
n
ts
 o
n
 t
h
e
 E
d
g
e
 o
f 
C
a
re
. 
  
  
   
   
  
   
  
   
   
  
 T
h
e
 r
o
le
 o
f 
sh
o
rt
 t
e
rm
 s
ta
y
s 
in
 r
e
si
d
e
n
ti
a
l c
a
re
. 
 
- 137 - 
Fig. 2a Sources searched together with the search criteria: 
Databases Searched: 
Social Care Online 
Social Policy and Practice 
Social Services Abstracts 
Applied Social Science Index and Abstracts (ASSIA) 
Social Sciences Citation Index 
Wiley Online Library 
 
Websites Searched: 
Association of Directors oĨŚŝůĚƌĞŶ ?Ɛ^ĞƌǀŝĐĞƐ 
Department for Education 
Springboard Consortium 
Research in Practice 
NSPCC 
Action for Children 
dŚĞŚŝůĚƌĞŶ ?Ɛ^ŽĐŝĞƚǇ 
CELCIS and SIRCC 
Social Policy Research Unit (SPRU) 
Thomas Coram Research Unit (IOE) 
Centre Child and family Research (Loughborough University) 
ESRC 
Nuffield 
Researchgate 
Child & Family Social Work 
Children and Young People Now 
Child and Youth Services Review 
Local Authority websites 
Journal of Child and Family Studies 
 
Search Terms Used: 
 
 ‘ĞĚŐĞŽĨĐĂƌĞ ? 
 ‘ĂĚŽůĞƐĐĞŶƚƐ ?KZ ‘ǇŽƵŶŐƉĞŽƉůĞ ?KZǇŽƵƚŚE ‘ĂƚƌŝƐŬ ?KZ ‘ĞĚŐĞ ŽĨĐĂƌĞ ?
 ‘ĂĚŽůĞƐĐĞŶƚƐ ?ƐKZ ‘ǇŽƵŶŐƉĞŽƉůĞ ?KZǇŽƵƚŚEƌĞƐƉŝƚĞKZƌĞƐŝĚĞŶƚŝĂů 
 ‘ĂĚŽůĞƐĐĞŶƚƐ ?KZ ‘ǇŽƵŶŐƉĞŽƉůĞ ?KZǇŽƵƚŚE ‘ĂƚƌŝƐŬ ?KZ ‘ĞĚŐĞŽĨĐĂƌĞ ?EƌĞƐƉŝƚĞKZƌĞƐŝĚĞŶƚŝĂů 
 ‘ĂĚŽůĞƐĐĞŶƚƐ ?KZ ‘ǇŽƵŶŐƉĞŽƉůĞ ?KZǇŽƵƚŚE ‘ĂƚƌŝƐŬ ?KZ ‘ĞĚŐĞŽĨĐĂƌĞ ?EƌĞǀŝĞǁ ?ƚŝ ? 
 ‘ĂĚŽůĞƐĐĞŶƚƐ ?KZ ‘ǇŽƵŶŐƉĞŽƉůĞ ?KZǇŽƵƚŚE ‘ĂƚƌŝƐŬ ?KZŶĞŐůĞĐƚĞĚEƌĞǀŝĞǁ ?ƚŝ ? 
ĨĂŵŝůǇEĂĚŽůĞƐĐĞŶƚKZ ‘ǇŽƵŶŐƉĞŽƉůĞ ?KZǇŽƵƚŚEƉƌĞǀŶƚŝŽŶKZƉƌĞǀĞŶƚŝǀĞEƐĞƌǀŝĐĞKZ
service  
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 ‘ƚƌŽƵďůĞĚĨĂŵŝůŝĞƐ ?KZ ‘ĨĂŵŝůŝĞƐŝŶƚƌŽƵďůĞ ?EƉƌĞǀĞŶƚKZƉƌĞǀĞŶƚŝŽŶKZƉƌĞǀĞŶƚŝǀĞEƐĞƌǀŝĐĞƐ 
 ‘ĨĂŵŝůǇďƌĞĂŬĚŽǁŶ ? 
 ‘ĨĂŵŝůǇďƌĞĂŬĚŽǁŶ ?EĐŚŝůĚƌĞŶKZ ‘ǇŽƵŶŐƉĞŽƉůĞ ?KZĂĚŽůĞƐĐĞŶƚKZĂĚŽůĞƐĐĞŶƚƐ 
 ‘ĨĂŵŝůǇďƌĞĂŬĚŽǁŶ ?E ‘ǇŽƵŶŐƉĞŽƉůĞ ? 
 ? ‘ĨĂŵŝůǇďƌĞĂŬĚŽǁŶ ?EƉƌĞǀĞŶƚŝŽŶKZƉƌĞǀĞŶƚ ?E ?ƌĞƐŝĚĞŶƚŝĂůKZƌĞƐƉŝƚĞ ? 
(family AND breakdown) AND (young AND people OR adolescent OR adolescents) AND (prevention 
OR prevent) 
family AND breakdown AND young and people 
 
 
2. Primary data from operational, practice and academic experts. 
 
The second work strand focused on gathering primary data on approaches and service examples 
from a range of key stakeholders and informants. To make most efficient use of the resources and 
timescale, whilst maximising the level and scope of evidence, a three tier approach to gathering 
views and experiences was used: a scoping survey followed by focused interviews and group 
discussions. 
 
Twenty five experts from practice, policy and research were contacted and asked to take part in a 
brief telephone interview with a member of the research team.  In some cases it was not possible 
to schedule interviews within the short timescales and due to timing, which coincided with the end 
of local authority staff annual leave year and the approach of the Easter vacation. Where possible, 
we instead emailed a shortened version of the telephone interview and requested a written 
response via email or carried out a brief telephone or email discussion to identify key issues. 
 
This strand was designed to identify innovative models of support for adolescents and their families 
currently being utilised in the UK and internationally. Whilst there was a focus on respite, we also 
wanted to understand the nature of wider support provided, the criteria for accessing support and 
what factors facilitate or hinder successful outcomes to meet the needs of adolescents.  
 
E-Survey 
As noted, an electronic survey was designed to support this scoping exercise.  The purpose was to 
explore the extent to which local authorities (LAs) and other organisations (e.g. third 
ƐĞĐƚŽƌ ?ŝŶĚĞƉĞŶĚĞŶƚ ?ǁĞƌĞ ƉƌŽǀŝĚŝŶŐ  ‘ĞĚŐĞ ŽĨ ĐĂƌĞ ? ƐƵƉƉŽƌƚ ƚŽĂĚŽůĞƐĐĞŶƚƐ ĂŶĚ ƚŚĞŝƌ ĨĂŵŝůŝĞƐ ?  
general survey was directed at all LAs, with the broader scope of identifying examples, including 
non-respite and respite provision.  A second more focused version was created for other 
organisations that had been identified as providing edge of care support with respite. 
 
The surveys were distributed via email and included two options for completion: 1) a hyperlink to 
Survey Monkey for online completion and submission, and 2) an attached Word document that 
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could be completed and emailed back to the research team. The email included an explanatory 
paragraph outlining the purpose of the survey and identifying the funders and the research team. 
 
The distribution list, as outlined above, included all LA DCSs in England and was circulated via the 
ADCS weekly news Bulletin, sent to specific LA staff as well as relevant contacts across local 
authorities and other organisations. 
 
Due to the very tight timescales we requested a response within seven working days and by 23rd 
March in any event.  The nature of the broad distribution means that it is not possible to know the 
number of recipients; however, the following summary gives some indication of the spread. 
 
The questionnaires were distributed via several sources: 
x To all 152 DCSs via the ADCS e bulletin (which contained a link to Survey Monkey) on 06/03/15 
x To LA staff and private providers via Northwest Aftercare Forum distribution list 06/03/15  
x To LA contacts (including DCS, senior managers and frontline staff) via NSPCC and AFC 
distribution lists 09/03/15 
x To LAs in Wales via websites 
x In addition, we asked academic contacts to circulate the survey to their contacts within 
Northern Ireland and Scotland 
We also sent the questionnaire directly to 45 contacts:  
x To other organisations and to LAs identified as having EoC respite provision 10/03/15 
x To LA and other providers via Innovation project contacts list 10/03/15. 
 
Twenty four e-surveys were completed in total, 19 from local authorities across England and Wales 
and five from other organisations working with adolescents in and from care. 
 
Telephone Interviews 
We completed 20 telephone interviews with national and international experts in the field of 
ĐŚŝůĚƌĞŶ ?ƐƐŽĐŝĂůĐĂƌĞ ?ƌĞƐŝĚĞŶƚŝĂůĐĂƌĞ ?ĂĚŽůĞƐĐĞŶƚƐƵƉƉŽƌƚĂŶĚĨĂŵŝůǇŝŶƚĞƌǀĞŶƚŝŽŶƐĞƌǀŝĐĞƐƚŽŐĂƚŚĞƌ
perspectives and practice experiences of EoC provision.  
 
Telephone interviews focused on the development and implementation of different models of 
provision; criteria for defining and identifying the client group (young people and families); issues 
relating to service allocation; and evidence of if, how and with whom provision is effective.  In 
addition to understanding available provision, we sought informed perspectives on what is needed 
to best support this group of young people and their families. 
 
Focus Groups 
Two expert focus group discussions were held towards the end of the project.  This enabled us to 
test out emerging findings and explore perspectives on the three key topics identified by the funders 
(see aims).  The first focus group took place within a LA setting with service managers involved in 
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delivering an integrated edge of care residential respite service and involved a detailed discussion 
of service operation and effectiveness.  The second focus group took place at the University of York 
and involved leading academics involved in research on vulnerable adolescents in and on the edge 
of care. 
Evidence Source Number completed 
e- survey (LA) 19 
e- Survey (other organisation) 5 
interview with practice expert 11 
Interview with policy expert 3 
Interview with academic/research expert 6 
Focus groups (1 practice + 1 academic) 2 
 
 
3  Case Studies 
 
Developing Practice Examples 
The final strand of the study involved a review of the primary data collected from 36 respondents 
contributing information about edge of care services, including respite/short breaks provision. This 
data came from the e-surveys, telephone interviews, the practice focus group and accompanying 
service documents or evaluation reports, where available.  
 
Themes investigated included the model of service provided, whether or not it included respite 
provision, the target group and referral process, the rationale and approach, funding streams, and 
the challenges and benefits of residential respite. Over 17 practice examples/case studies are 
showcased in the report, together with a summary table of all 36 responses; indicating the types of 
edge of care services currently provided and/or proposed and whether respite was included (See 
Annex 4). The examples highlight models of positive and innovative practice, including: 
x 14 examples of edge of care services that include short breaks provided in a residential 
unit. 
x Four examples of proposed residential respite or expansion of the service. 
x At least 3 examples of edge of care respite being provided by foster carers, including an 
integrated service with children with disabilities 
x Two examples of provision for 16 and 17 years olds and 
x ƚůĞĂƐƚ ?ĞǆĂŵƉůĞƐŽĨ “ƚĞĂŵĂƌŽƵŶĚƚŚĞǁŽƌŬĞƌ ?/ ?one pathway ? service. 
 
Summary Points: 
 
x To ensure that the aims of the research were met, our methodology comprised three work 
strands: a literature review; primary data collection; and the development of case studies and 
practice examples of current innovative approaches. 
   
 
 
S
u
p
p
o
rt
in
g
 A
d
o
le
sc
e
n
ts
 o
n
 t
h
e
 E
d
g
e
 o
f 
C
a
re
. 
  
  
   
   
  
   
  
   
   
  
 T
h
e
 r
o
le
 o
f 
sh
o
rt
 t
e
rm
 s
ta
y
s 
in
 r
e
si
d
e
n
ti
a
l c
a
re
. 
 
- 141 - 
x Primary evidence on practice was gathered via data collection from 36 respondents to an 
electronic survey (e-survey), telephone interview or focus group discussion. 
x Interviews and focus group discussions were also carried out with 13 policy and academic 
experts.   
x Survey and interview data were subjected to thematic analysis to explore common issues and 
experiences.  Telephone interviews and focus group discussions were recorded or noted in 
detail and subsequently summarised and analysed. 
x Two ACCESS databases were constructed for data storage and processing. One was created for 
contact details and a second recorded all evidence gained from the separate strands. 
x Information on 14 examples of current residential short breaks/respite was included in the 
study. 
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Annex 3. Contributors 
 
Academic and policy 
 
1.  
Shalhevet Attar Swartz, Senior 
Lecturer  
Shalva Leibovitz, National 
Coordinator 
School of Social Work and Social Welfare,The 
Hebrew University of Jerusalem  
Foster Care Families, the Welfare Ministry, 
Israel. 
SAW & SL 
2.  
Elisabeth Backe-Hansen, 
Research Director 
 NOVA (Norwegian Social Research) EB 
3.  
Nina Biehal, Professor of 
Social Work Research 
University of York NB 
4.  
Janet Boddy, Professor of 
Child, Youth and Family 
Studies (Education) 
University of Sussex JB 
5.  
Susannah Bowyer, Research 
and Development Manager 
Research in Practice SB 
6.  Anon D University of York Anon D 
7.  
Ingrid Hojer, Professor of 
Social Work 
University of Gothenburg IH 
8.  Mariana Incarnato, Director DONCEL, Argentina MI 
9.  Berni Kelly, Senior Lecturer Queen's University Belfast BK 
10.  
Andrew Kendrick, Professor of 
Residential Child Care 
Judy Furnivall, Consultancy 
Lead 
University of Strathclyde 
 
CELCIS 
AK/JF 
11.  Jill Sheldrake, Service Director The Together Trust JSh 
12.  
Jonathan Stanley, Executive 
Officer 
The Independent Children's Homes 
Association 
JSt 
13.  Mike Stein, Emeritus Professor University of York MS 
 
Practice Managers  W e-surveys, phone interviews & focus group 
 
 
Local authority or organisation Name of respondent and role 
 
1.  
Blackburn with Darwen Council, Adolescent 
Support Unit 
Sandra Martin  W Unit Manager 
2.  
ƵƌŚĂŵŽƵŶƚǇŽƵŶĐŝů ? “DŽŽƌƐŝĚĞ ? 
 
Bayna Brown, Service Manager, Residential 
Services.  
Steve Robinson, Homes Care Manager. 
Sheila Purvis, Manager Community Support 
Team. 
3.  
North East Lincolnshire Vulnerable Young 
People's Project 
Sandra Snell - Unit Manager 
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4.  
Shropshire County Council  “Havenbrook ? 
Short Breaks 
Tina Russell - Head of ŚŝůĚƌĞŶ ?Ɛ^ŽĐŝĂůĂƌĞ
Services and Safeguarding 
5.  
Wigan Council 
 “dŚĞsŝĞǁ ?^ŚŽƌƚƌĞĂŬƐ^ĞƌǀŝĐĞ 
Lynne Bennett  W dĞĂŵDĂŶĂŐĞƌ ?ŚŝůĚƌĞŶ ?Ɛ
Services. 
6.  
LA Anon 1 - Current, well established 
residential respite unit and outreach services 
in a northern county council 
Unit Manager 
7.  
LA Anon 2 - Strengthening Families Service 
including residential respite + Innovation 
Funding  W Council in the north of England. 
Head of Service  
 
8.  
LA Anon 3 - Proposed residential respite and 
family outreach service in central England 
county council. 
Group Manager 
9.  
LA Anon 4 - Intensive support for 
adolescents on the edge of care, including 
short-breaks in foster care - Council in the 
SW of England 
Senior Manager 
10.  
London Borough of Ealing Marcella Phelan - Assistant Director Children and 
Families 
11.  
Safe Families for Children Sue Ormerod - Family Support Manager 
 
12.  
Kingston upon Hull City Council Alexandra Campbell - Assistant City Manager, 
ŚŝůĚƌĞŶ ?Ɛ^ŽĐŝĂůĂƌĞ 
13.  
Bradford MB Council David Byrom - Group Service Manager  W 
ChildƌĞŶ ?ƐZĞƐŽƵƌĐĞƐ 
14.  
City & County of Swansea Council 
 
Julia Forde - Deputy Team Manager of a Family 
Support Service 
15.  
Stockport MB Council Short Breaks Project Pat Bugajski - Short Breaks Project Manager  
16.  
Thameside MB Council Sheena Wooding - Head of Integrated Service for 
Children with Additional Needs 
17.  
Org Anon 1  W national not for profit - 2 
towns in NW of England - Emergency 
supported beds for 16 + 17 year olds 
Service Manager 
18.  
London Borough of Enfield Council Tony Theodoulou - ƐƐŝƐƚĂŶƚŝƌĞĐƚŽƌ ?ŚŝůĚƌĞŶ ?Ɛ
Services 
19.  
Oxfordshire County Council Caroline Newbold - Service Manager, Corporate 
Parenting Directorate 
20.  
North Yorkshire County Council Janice Nicholson - Residential and edge of Care 
Services Manager 
21.  FSCP, Lambeth Council Dionne Thomas  W Head of Service 
22.  Child Action Northwest Andy Bennett - Strategic Director 
23.  Action for Children NW Helen McKee - Operational Director 
24.  
Org Anon 2 - NW England - Independent 
sector  W proposed residential respite. 
Director 
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25.  Salford City Council Karen Brougha  W Outreach Manager 
26.  
Central Bedfordshire Council Sacha Rymell - Head of Service, 
Referral/Assessment & FISS 
27.  
Barnardos - Swansea Teresa Davies - Barnardos Supported lodgings 
Coordinator  
28.  ůĂĐŬƉŽŽůŽƵŶĐŝůŚŝůĚƌĞŶ ?Ɛ^ĞƌǀŝĐĞƐ Moya Foster - Senior service manager - Early Help 
29.  
LA Anon 5 - Council in the south of England - 
MST service for 11-17 yr olds 
Manager/Supervisor 
30.  
London Borough of Newham Michael MacKay - Deputy Director, Children's 
Social Care 
31.  
LA Anon 6 - Welsh County Council  W 
reunification of children in therapeutic FC 
Head of Children & Family Services 
32.  
LA Anon 7 - EtůŽĐĂůĂƵƚŚŽƌŝƚǇŚŝůĚƌĞŶ ?Ɛ
Social Care 
Intensive Outreach and Short Breaks  W Team 
Manager 
33.  
Catch 22 (National Charity) Nicky Shaw  W Head of Operations - Young People 
and Families Directorate 
34.  Slough Borough Council Selena Makepeace, Family Placement Service. 
35.  Birmingham City Council Kay Child - Assistant Director 
 
See separate document for Annexes 4 & 5.  
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